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Preface 


W e wrote this man¬ 
ual to facilitate the 
training of new 
counselors and to 
improve the qual¬ 
ity of the counseling component of 
methadone treatment. We hope that 
this can be a useful tool for metha¬ 
done program staff who are explain¬ 
ing treatment to new counselors or 
who desire to enhance treatment 
services with current counselors. 

We have included a number of 
forms and appendix materials which 
may be helpful both in implement¬ 
ing some of the Federal requirements 
and regulations and in counseling 
activities. We recommend the use of 
these forms; however, they have not 
been approved by the Food and Drug 
Administration (FDA) and their use 
is not mandated. 

The manual is our attempt to con¬ 
solidate information from regula¬ 
tions, from the methadone literature, 
and from colleagues in the addictions 
field into a useful and practical in¬ 
strument. Portions of the manual in¬ 
clude materials and excerpts from 
the works of other authors. We ac¬ 
knowledge the following sources 
and contributors in particular: 

• "Education and Intravenous Drug 
Use." James L. Sorensen and 


Steven L. Batki. In P.T. Cohen, 
M. Sande, and P. Volberding 
(Eds.), San Francisco General Hos¬ 
pital AIDS Knowledgebase (mono¬ 
graph on CD-ROM data base). 
Waltham, MA: Massachusetts 
Medical Society, in press. 

• Enhanced Counselor's Manual. John 
Fairbank, Arthur J. Bonito, 
Michael L. Dennis, and J. Valley 
Rachal. Research Triangle Park, 
NC: Research Triangle Institute, 
1991. 

• "Management of Psychosocial 
Sequela of HIV Infection Among 
Drug Abusers." James L. Sorensen 
and Steven L. Batki. In J.H. 
Lowinson, P. Ruiz, and R.B. 
Millman (Eds.), Substance Abuse: 
Comprehensive Textbook. Baltimore: 
Williams & Wilkins, 1992. 

• "Methadone Maintenance to Ab¬ 
stinence." Stephen Brummett, 
Roland Dumontet, Laurie 
Wermuth, Marc Gold, James L. 
Sorensen, Steven Batki, Rome 
Dennis, and Richard Heaphy. Un¬ 
published manuscript. University 
of California, San Francisco, 1986. 

• Motivational Interviewing: Prepar¬ 
ing People to Change Addictive Be¬ 
havior. William R. Miller and 
Stephen Rollnick. New York: 
Guilford Press, 1991. 


In addition, we thank the follow¬ 
ing individuals, whose work has con¬ 
tributed in either a substantive or 
philosophical way to sections of the 
manual: Joan E. Zweben, Ph.D., 
James Sorensen, Ph.D., J. Thomas 
Payte, M.D., Felipe G. Castro, Ph.D., 
George Woody, M.D., Walter Ling, 
M.D., Richard Resnick, M.D., Forest 
S. Tennant, Jr., M.D., and Charles 
Charuvastra, M.D. 

From the UCLA Drug Abuse Re¬ 
search Center, we thank Michael 
Prendergast and Kirk Carroll, who 
provided invaluable help in the lit¬ 
erature search for this project. 

This project was conceived and 
supported by the California Depart¬ 
ment of Alcohol and Drug Programs 
(contract 91-00201). We particularly 
thank Virginia Backman for her in¬ 
put, direction, and encouragement, 
which contributed to the quality of 
the manual and the enthusiasm of all 
involved. 

Finally, we thank Brigitte Koss for 
her help in preparing sections of tire 
manual, and we especially thank 
Lydia Corrales, who worked tire¬ 
lessly and cheerfully on the prepa¬ 
ration of the manual, from the rough 
draft through the final draft. 






Chapter 1—Introduction and Overview 


M ethadone treatment 
for opiate addiction 
hasbeenthe subject 
of controversy for 
almost 30 years. 
The controversy has involved— 

• Physicians, therapists, and para- 
professional counselors; 

• Funding agencies, employers, and 
local, national, and international 
politicians; 

• Sociologists, clergy, and law en¬ 
forcement officials; 

• Leaders of ethnic and interest 
groups; and 

• Hundreds of thousands of addicts 
and their families. 

Methadone has been simulta¬ 
neously the most praised and the 
most condemned modality for the 
treatment of addiction. It is the most 
widely used treatment and the most 
widely evaluated. Few other treat¬ 
ments in medicine, psychiatry, or 
psychology have generated the 
furor that methadone has. This con¬ 
troversy has resulted in much mis¬ 
information about the nature of 
methadone, its administration, and 
methods of treatment. 

Goals of the 
Manual 

The purpose of this manual is to 
give counseling staff who work in 
methadone treatment centers accu¬ 
rate information about the treatment 


they are delivering. Historically, 
many counselors have learned about 
methadone from their patients, 
whose myths about methadone are 
much more entertaining and color¬ 
ful than the facts, though there is an 
abundance of facts in the research 
and clinical literature. Part of the rea¬ 
son for the controversy about metha¬ 
done is that the myths have been 
much more widely circulated than 
the facts. It is our hope that this 
manual will encourage counselors 
who work with methadone patients 
to use the facts rather than perpetu¬ 
ate the colorful, but inaccurate, old 
wives' (or addicts') tales about 
methadone. 

We view the creation of this 
manual as an important benchmark 
for the development of methadone 
treatment. As addiction treatment 
using methadone enters its fourth 
decade, the U.S. health care system 
is progressing through a revolution¬ 
ary period of change. The spread of 
human immunodeficiency virus 
(HIV) disease continues, and intra¬ 
venous drug use is a major factor in 
this expansion. The role of metha¬ 
done in addressing this problem is 
far too important to be guided by 
myth and misinformation. We hope 
that this manual will increase 
understanding about methadone by 
educating the clinicians and profes¬ 
sionals who provide methadone 
treatment. 

A second purpose of this manual 
is to promote the improvement of 
addiction treatment using metha¬ 


done. One factor contributing to 
much of the controversy about 
methadone is that it has often been 
used poorly and ineffectively. Poli¬ 
cies that have guided the delivery 
of methadone treatment have been 
based on politics, economics, myth, 
and morality. It is time for treatment 
policies to be based upon sound 
medical practice and clinical care. As 
with all forms of medical or psychi¬ 
atric care, methadone treatment is 
only as good as the protocols used 
and the people who provide the 
service. It is our hope that this 
manual will contribute to the up¬ 
grading of methadone treatment and 
the more humane and enlightened 
treatment of addiction. 

Attitudes Toward 
Methadone 

One of the most important starting 
points in developing a professional 
attitude regarding methadone treat¬ 
ment is understanding that metha¬ 
done is a medication. It is neither a 
good medication nor a bad one; it is 
neither a sacramental cure nor an evil 
potion. It is simply a medication. If 
it is used appropriately, it can help 
people tremendously. If it is used 
improperly, it can harm them. The 
benefits and risks are dependent 
upon how the medication is used, and 
not upon the medication itself. 

A second, equally important fact 
is that methadone does not cure 
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opiate addiction. Methadone treat¬ 
ment is designed to relieve opiate 
withdrawal symptoms and reduce 
the craving for illicit opiates. The ra¬ 
tionale that has long been the basis 
for methadone treatment is that if 
withdrawal symptoms and cravings 
can be reduced with methadone, ad¬ 
dicts can be effectively engaged in re¬ 
habilitative activities. 

Currently, there is a debate over 
whether methadone treatment 
should be viewed as solely a medi¬ 
cal treatment. Proponents of this 
view suggest that for many addicts 
the benefits provided by the medi¬ 
cation are sufficient, and there is no 
need for rehabilitative services. The 
most extreme proponents of this 
"medication only" view contend 
that the treatment of opiate addic¬ 
tion is exclusively a medical matter 
and that counseling and rehabilita¬ 
tive services add unnecessary costs 
to the delivery of methadone treat¬ 
ment service. 

Current U.S. Food and Drug Ad¬ 
ministration regulations require that 
methadone treatment be delivered 
within an environment that offers 
supportive counseling and rehabili¬ 
tation services. The Federal regula¬ 
tions are clear that methadone 
treatment must include services that 
address the broader psychological, 
vocational, legal, social, and medical 
problems of opiate addicts. Giving 
medication to control withdrawal 
symptoms and craving is not 
enough. The treatment services that 
accompany the medication in metha¬ 
done programs must provide the 
patient with a broader set of rehabili¬ 
tative services. 

The Authors' Perspective 

We have had extensive experience 
in the delivery of methadone and 
other addiction treatment services. 

It is our belief that regulations re¬ 
quiring that methadone treatment 
include counseling and rehabilita¬ 
tive services are important and are 
in the best interests of patients and 
the health care system. However, we 


feel that one reason the services are 
sometimes viewed as unnecessary 
and costly is that there has been al¬ 
most no definition of what these 
services should do. Are the counsel¬ 
ors in methadone clinics supposed 
to be psychotherapists, who conduct 
indepth psychotherapy with pa¬ 
tients? Should they be marriage and 
family counselors, who address fam¬ 
ily and relationship problems? Are 
vocational issues critical enough 
factors that methadone program 
counselors should be trained as vo¬ 
cational counselors? With the advent 
of acquired immunodeficiency syn¬ 
drome (AIDS) and increased atten¬ 
tion to addicted mothers, would 
counselors be best trained as public 
health nurses, who can coordinate 
care for multiple medical problems? 
To coordinate all of these issues, is 
it possible that the best credentials 
should be social work training that 
provides expertise in case manage¬ 
ment? What exactly is it that coun¬ 
selors in methadone clinics are 
expected to know and to do? 

We hope that this manual can give 
some definition to the role that coun¬ 
selors serve in the addiction treat¬ 
ment modalities that use methadone. 
It is our belief that only if the role of 
the counselor is defined can people 
serving in that role determine 
whether they are providing adequate 
service. Similarly, unless there is 
some agreement about what is ex¬ 
pected of counselors, training is dif¬ 
ficult. Finally, unless counselors 
understand what function they per¬ 
form, it is impossible for patients to 
receive the greatest possible benefit. 

Opiate Addiction 
and Treatment: 

A Brief History 

The use of opiates—opium and 
substances made from opium—has 
been documented for centuries. In 
19th-century America, opiates were 
commonly used for pain control, in 


cough medicines, and in other forms 
of medications. Until 1900, use of and 
dependence upon these substances 
were historically viewed much as 
many now view the use of alcohol— 
with an uneasy mixture of toleration 
and disapproval. Between 1900 and 
1910, however, the rate of addiction 
increased sharply, fueled in part by 
heightened international drug traf¬ 
fic. It was in an effort to control this 
traffic that in 1914 Congress passed 
the Harrison Act. This act outlawed 
nonmedical use of opiates, and Su¬ 
preme Court decisions during the 
next 7 years further narrowed even 
medical uses of opium products. 
With the Harrison Act, people who 
had become dependent on opiates 
had to seek alternative sources for 
drugs containing opiates. This elimi¬ 
nation of the medical supply of opi¬ 
ates and criminalization of opiate use 
shifted narcotic addiction from the 
medical arena to the legal arena. At 
the same time, this law precipitated 
the need for treatments to assist those 
who were addicted to opiates but 
could no longer obtain them from 
their physicians. 

In the 1930’s, Federal narcotic 
treatment programs were established 
at the U.S. Public Health Service hos¬ 
pitals in Lexington, Kentucky, and 
Fort Worth, Texas. These two facili¬ 
ties were, for all practical purposes, 
the only Federal treatment response 
to the needs of narcotic addicts until 
the 1960's. Between the 1930's and 
the 1960's, additional State and Fed¬ 
eral laws were passed that reinforced 
the view that narcotic addiction was 
a concern of the criminal justice sys¬ 
tem rather than the medical system. 
The majority of opiate users were 
much more likely to end up in jail 
than in treatment. 

During the 1950’s, under the lead¬ 
ership of Charles Dederich, a group 
of narcotic addicts founded Syn- 
anon, an organization intended to 
provide a living environment in 
which narcotic addicts could help 
one another stay sober. Many of the 
original members of Synanon had 
extreme histories of narcotic 
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addiction and criminal involvement. 
They adapted aspects of the Alcohol¬ 
ics Anonymous philosophy and de¬ 
veloped a series of group therapies 
that became the foundation of this 
treatment approach. They defended 
the aggressive and confrontational 
therapies that they developed as 
necessary responses to the lying, 
manipulative behavior and sociopa- 
thy that they saw as fundamental to 
the personality of the narcotic ad¬ 
dict. No professional involvement 
was incorporated into the Synanon 
system. In fact, the established 
medical-psychiatric community was 
viewed as the enemy. For years, es¬ 
tablished medicine and psychiatry 
had shunned addicts, tacitly sup¬ 
porting their classification as crimi¬ 
nals. Synanon and other similar 
programs, which came to be known 
as therapeutic communities, decided 
that since the health care system was 
unwilling to provide help, they 
would develop their own model. 

As the 1960's began, there were 
essentially two "treatment" modali¬ 
ties in use—the Federal approach, 
characterized by the Fort Worth and 
Lexington treatment centers, and the 
therapeutic communities run by ex¬ 
addicts. The medical-psychiatric 
community provided little direction 
to either treatment philosophy. How¬ 
ever, it was becoming increasingly 
clear that these two treatment ap¬ 
proaches were inadequate to serve 
the needs of the increasing number 
of heroin addicts who lived in major 
U.S. cities, especially in New York 
City. 

The Introduction 
of Methadone 

In the early 1960's, two research¬ 
ers—Vincent Dole, an endocrinolo¬ 
gist, and Marie Nyswander, a 
psychiatrist—began research on a 
new method of treating heroin ad¬ 
dicts. Dole and Nyswander hypoth¬ 
esized that addicts could benefit 
from a type of treatment in which 
they were given a medication that 


could satisfy their craving, reduce 
their drug-seeking behavior, and al¬ 
low them to lead productive lives. 
Dole, who had previously done con¬ 
siderable research on diabetes and 
the value of insulin, viewed the con¬ 
dition of the heroin addict as analo¬ 
gous to that of the diabetic. He and 
Nyswander thought it possible that 
heroin addicts were motivated by a 
biological need for opiates and that 
this need resulted either from an in¬ 
born deficiency or from damage cre¬ 
ated by chronic administration of 
heroin. Regardless of the origin of the 
deficiency, they believed that a pos¬ 
sible solution was to provide addicts 
with a medication that would satisfy 
their physical craving for opiates and 
decrease their drug-seeking behav¬ 
ior and the concomitant crime and 
antisocial behavior required to ob¬ 
tain illegal supplies of heroin. 

In 1963, Dole and Nyswander be¬ 
gan a project to evaluate methadone 
for the treatment of heroin addiction. 
They chose methadone because it 
was a long-acting medication that 
could be taken orally. Methadone 
had been demonstrated to have a 
therapeutic effect of 24 hours (this 
property is known as the half-life), 
which meant that methadone admin¬ 
istration could be limited to once per 
day. This was a tremendous benefit 
over other opiates, such as heroin 
and morphine, which have half-lives 
of 4 to 6 hours and must be adminis¬ 
tered three to four times per day. The 
fact that methadone could be admin¬ 
istered orally also gave it tremendous 
advantages over opiates that were 
injected. These properties of metha¬ 
done made it the choice of Dole and 
Nyswander for testing their hypoth¬ 
esis about the value of a medical 
treatment for heroin addiction. 

The early methadone trials pro¬ 
vided dramatically positive results. 
Addicts who had not responded to 
any other form of treatment began to 
make tremendous changes in their 
lives. Between 1964 and 1968, Dole 
and Nyswander treated 1,139 pa¬ 
tients. In August 1965, they wrote a 


paper (Dole & Nyswander, 1965) in 
which they cautiously supported the 
view that methadone could be an 
important new treatment. The media 
took this report and magnified the 
claims about methadone. Before 
long, the controversy about metha¬ 
done was started, and it has contin¬ 
ued to the present 

The Methadone 
Controversy 

The controversy about methadone 
has taken many forms. However, 
a basic element of the controversy 
is the philosophical opposition 
to methadone treatment from 
therapeutic-community advocates 
and from the criminal justice system. 
Many members of these groups view 
the notion of legally prescribed nar¬ 
cotics as immoral and in fundamen¬ 
tal conflict with the goals of 
rehabilitation and sobriety. In spite 
of this opposition, the early reports 
on the value of methadone resulted 
in the rapid expansion of methadone 
treatment facilities throughout the 
United States. During the Nixon ad¬ 
ministration, concern about the re¬ 
turn of addicted veterans from the 
Vietnam War prompted a tremen¬ 
dous enthusiasm for methadone 
treatment services. Unfortunately, 
much of the expansion that resulted 
from this enthusiasm was under¬ 
taken with little attention to the qual¬ 
ity of the treatment and to safeguards 
against the inappropriate use of 
methadone. As a result, during the 
late 1960's and early 1970's, metha¬ 
done treatment expanded very rap¬ 
idly, but problems with methadone 
began to be reported. 

One major problem was the diver¬ 
sion of methadone from patients' 
supplies to the sales on the street. 
This problem gave support to the 
view that giving a narcotic medi¬ 
cation to addicts will worsen the 
overall addiction problem. Law 
enforcement's response to metha¬ 
done had been negative from the 
earliest research of Dole and 


3 



Chapter 1—Introduction and Overview 


Nyswander; evidence that metha¬ 
done was being diverted from its 
prescribed uses added fuel to the fire 
of opposition. 

The second major problem that 
surfaced during the first decade of 
methadone treatment was the cha¬ 
otic manner in which the clinics were 
run and the smorgasbord of policies 
under which methadone was used. 
In some circumstances, methadone 
treatment was implemented with a 
knowledgeable staff, and the quality 
of the treatment was excellent. In 
other cases, methadone was used by 
untrained clinicians without ad¬ 
equate support services, and the out¬ 
comes were much poorer. An added 
problem was that the treatment phi¬ 
losophy of many of the paraprofes- 
sional ex-addict counselors in 
methadone clinics was adapted from 
their own therapeutic-community 
backgrounds. Clinics that used these 
counselors developed a hybrid treat¬ 
ment philosophy. This philosophy 
accepted that methadone could be 
useful for the temporary stabilization 
of addicts so that they could be re¬ 
habilitated. However, the philosophy 
also included the belief that patients 
should be detoxified from metha¬ 
done at the earliest possible time, 
since patients in treatment with 
methadone were not truly "rehabili¬ 
tated." Although methadone was 
accepted, the concept of ongoing 
maintenance without detoxification 
to a drug-free condition was not 
philosophically acceptable. 

During the mid-1970's, increasing 
attention was given to pharma¬ 
cologic alternatives to methadone. 
Naltrexone, an opiate blocker, and 
levo-alpha-acetylmethadol{LAAM), 
a long-acting synthetic narcotic 
maintenance medication, were tested 
as potential replacements for metha¬ 
done. Naltrexone was preferred by 
policymakers over methadone be¬ 
cause it was a nonaddictive opiate 
antagonist that blocked all opiate ef¬ 
fects and prevented detoxified ad¬ 
dicts from becoming readdicted. 
LAAM was preferred over metha¬ 


done because it would be taken only 
three times per week. This dosing 
schedule eliminated the need for 
take-home medication and thereby 
reduced the risk of diversion, which 
was a problem with methadone. In 
addition, some researchers sug¬ 
gested that withdrawal from LAAM 
was less difficult than from metha¬ 
done and would make detoxification 
to a drug-free condition easier. 

The intense efforts to develop 
these and other alternatives were in¬ 
dicative of the strong ambivalence 
of policymakers toward methadone. 
Although methadone was dissemi¬ 
nated rapidly as a widely available 
treatment, there was discomfort 
about the philosophy of maintaining 
addicts in treatment with a substi¬ 
tute narcotic. As the concern over re¬ 
turning Vietnam War veterans faded 
by the late 1970's, interest in and 
funding for addiction treatment be¬ 
gan to decrease. In many parts of the 
country, government funding for 
treatment disappeared, and the 
promise for building a quality treat¬ 
ment system for addiction in the 
United States lost momentum. Ad¬ 
diction treatment became a service 
that received little attention and 
minimal support. Of all forms of 
treatment, methadone was the least 
popular from the public's perspec¬ 
tive and was considered in many 
ways a societal embarrassment. 

During the 1980's, attention in the 
substance abuse field shifted away 
from heroin to cocaine. For the pub¬ 
lic, "treatment" became synonymous 
with the Betty Ford Center model of 
recovery. This model promoted the 
12-step program of Alcoholics 
Anonymous and recognized only 
one acceptable treatment goal: total 
abstinence from all drugs and alco¬ 
hol. Proponents of this recovery phi¬ 
losophy were generally critical of 
methadone treatment, and many 
viewed the use of methadone as be¬ 
ing virtually no better than the use 
of heroin. The contrast between well- 
funded, middle-class hospital pro¬ 
grams creating "healthy, sober. 


recovering people" and poorly 
funded, lower-income, inner-city 
methadone clinics in which some 
patients continued to abuse drugs 
was used as an illustration of the in¬ 
effectiveness of the methadone treat¬ 
ment approach. During this period 
of the early and mid-1980's, views 
about methadone treatment reached 
all-time lows. 

During the latter half of the 1980's, 
there was a dramatic rethinking of 
the value of methadone treatment. 
Tins change was a result of the AIDS 
epidemic. Research on HIV indicated 
that a major factor in the spread of 
HIV was the sharing of intravenous 
equipment used by addicts. Some of 
the highest rates of HIV infection 
were reported among intravenous 
drug users in major east-coast cities. 
It was dear from these data that meas¬ 
ures were needed to rapidly engage 
a much larger proportion of intra¬ 
venous drug users in treatment. 
Since methadone had been demon¬ 
strated to be a relatively inexpensive 
treatment that could he rapidly ex¬ 
panded, it immediately became a 
candidate in the fight against the 
spread of HIV. Because its properties 
were acceptable to a large number 
of intravenous drug users and be¬ 
cause it could retain large numbers 
of users in treatment for significant 
periods, methadone treatment rap¬ 
idly expanded as a major strategy 
in the war on AIDS. Therefore, al¬ 
though public ambivalence over 
methadone as a drug addiction 
treatment modality continues, there 
is much greater acceptance of metha¬ 
done in AIDS prevention. 

Methadone 
Myths and 
Misunderstandings 

As discussed above, there is a long 
history of inaccurate information re¬ 
garding the dangers and problems 
with methadone treatment. It is 
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important for staff members of 
methadone treatment facilities to 
have accurate information to ad¬ 
equately discuss these issues and to 
be able to provide a medically sound 
rationale for the treatment they are 
using. It is often inadvisable to de¬ 
bate the value of this treatment. The 
issues are emotionally charged, and 
they frequently defy rational discus¬ 
sion. (See Zweben & Sorensen, 1988, 
for a detailed discussion of these 
issues.) 

To begin with, it is important that 
counselors involved in the use of 
methadone be aware of which as¬ 
pects of methadone are fact and 
which are myth. We list below a num¬ 
ber of the most commonly heard mis- 
conceptions about methadone, 
followed by the accurate information 
regarding each issue. 

• "Methadone doesn't help patients ; it 
simply substitutes one drug for an¬ 
other. " 

Methadone treatment is a form 
of drug replacement therapy. It 
involves using a medication 
(methadone) to replace an illicit 
opiate (heroin and other illicit opi¬ 
ates). The fact that patients are 
maintained on methadone and are 
not drug free does not mean that 
they are not being helped. Heroin 
addiction is a life-threatening con¬ 
dition. People injecting heroin are 
using a drug of unknown potency, 
diluted with unknown chemicals, 
with equipment that may be in¬ 
fected with HIV or hepatitis, with 
no medical or psychological 
assistance to address physical, 
psychological, or other critical 
problems. Short-acting opiates, 
such as heroin, produce tolerance 
and must be used in increasingly 
potent amounts. They can only be 
obtained through illicit markets, 
and their high cost is often the im¬ 
petus for involvement in crime to 
pay for the drug habit. Use of 
heroin and associated activities 
keep the addict heavily involved 
in the drug addiction lifestyle 
and surrounded by drug dealers 


and other drug users virtually 
24 hours per day. All of this makes 
it difficult for users to maintain 
employment or any semblance of 
family life while using illicit 
opiates. 

Methadone is a controlled sub¬ 
stance produced and distributed 
under close supervision and qual¬ 
ity control. The medication is 
taken orally and therefore does 
not require intravenous adminis¬ 
tration. Methadone's 24-hour 
half-life means that the drug is 
only administered once per day. 
This single daily dose eliminates 
the opiate craving for most pa¬ 
tients and allows them to partici¬ 
pate in recreation, employment, 
school, and therapy. Methadone 
treatment eliminates the need to 
inject drugs, which dramatically 
reduces the risk of HIV and other 
infections. Methadone treatment 
is provided in a context where 
medical and counseling services 
are made available to patients. 
The availability of these services 
promotes better health care and 
improved psychosocial function. 
Therefore, although methadone 
does involve drug replacement, 
there is a clear benefit to patients 
in treatment. 

• "Methadone keeps you high for 
24 /tours." 

A properly adjusted methadone 
dose allows the patient to function 
without sedation or intoxication. 
Patients on a stable dose often ex¬ 
perience the onset of methadone 
within 45 to 60 minutes after they 
take their dose. Some experience 
a sense of well-being but quickly 
feel normal. On a stable dose of 
methadone, patients do not get 
high from the methadone, but 
rather stay stable and avoid the 
4-hour cycles of intoxication and 
withdrawal that accompany the 
use of short-acting opiates, includ¬ 
ing heroin. 

• "People on methadone keep using 
drugs and alcohol." 


Methadone is not a cure for ad¬ 
diction. It is a medication that re¬ 
duces withdrawal symptoms and 
cravings. Just as insulin does not 
cure diabetes, methadone does 
not cure heroin addiction. Metha¬ 
done is not a treatment for cocaine 
abuse or for alcoholism. Currently, 
the counselor provides the most 
important treatment for address¬ 
ing the problems of other drug 
and alcohol use. Studies have 
shown that the majority of pa¬ 
tients on methadone substantially 
reduce their overall use of drugs 
and alcohol. In addition, clinics 
with well-run programs and well- 
trained staffs exhibit the least 
amount of alcohol and drug use. 
As counselors learn more about 
how to treat other substance abuse 
problems, they can apply this new 
knowledge to their efforts with 
methadone patients. For now, 
however, it is clear that metha¬ 
done treatment results in a very 
substantial reduction in illicit drug 
use, but does not eliminate all use 
of drugs and alcohol. 

• "Patients on low doses of methadone 
do better in treatment than those on 
high doses.” 

There has long been a contro¬ 
versy about the "best" dose level 
for methadone. Some so-called 
low-dose programs maintain a 
ceiling dose of 40 milligrams. 
Other programs allow doses to go 
to 80 or 100 milligrams. There 
have been extensive philosophical 
debates about the relative value 
of high-dose and low-dose pro¬ 
grams. Outcome studies have in¬ 
dicated that patients who are 
maintained in programs with a 
mean dose of at least 60 milli¬ 
grams function better, use drugs 
less, and stay in treatment longer 
than programs with lower dosing 
practices. The best guideline is for 
the physician to adjust the dose to 
meet the needs of the patient and 
to maximize the patient's ability 
to discontinue heroin use and stay 
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in treatment. Some programs are 
beginning to measure methadone 
blood levels to determine 
whether patients are receiving ad¬ 
equate doses of methadone. As 
these procedures are perfected, a 
patient's methadone dose may be 
determined by using a combina¬ 
tion of his or her reports and 
blood level monitoring to provide 
the patient with the most helpful 
dose possible. 

• "Methadone is worse to kick than 
heroin." 

Because methadone has a longer 
half-life than heroin, withdrawal 
from methadone takes longer than 
withdrawal from heroin. Some 
addicts find that the symptoms of 
methadone withdrawal are more 
severe than those of heroin with¬ 
drawal. With heroin withdrawal 
the most substantial symptoms 
are over within the first 3 to 5 
days. With methadone the initial 
symptoms are frequently less se¬ 
vere, but they can last from 
10 days to 2 weeks. To the ob¬ 
server, the withdrawal does not 
appear tremendously difficult. To 
the addict, however, fear of the 
withdrawal creates a powerful 
anxiety. The long duration is an 
aspect of methadone withdrawal 
that is not always well tolerated. 

If the patient follows a medically 
supervised tapering schedule and 
post-methadone detoxification 
program, he or she can accom¬ 
plish withdrawal from methadone 
without extreme discomfort. 

• "After people go off methadone, they 
go back to using." 

The value of methadone should 
be viewed as similar to the value 
of other medications. For ex¬ 
ample, many people take medica¬ 
tions to reduce their blood 
pressure. These medications work 
extremely well and are a major 
treatment for hypertension. Most 
people who use them find that if 


they stop the medication, their 
blood pressure goes up: the medi¬ 
cation did not cure the high blood 
pressure; it simply controlled it 
during the time the medication 
was used. 

The same can be said for the use 
of methadone: it is not a cure. 
Many patients who are on metha¬ 
done may make changes in their 
lives and build a support system 
that will allow them to stay sober 
when they complete methadone 
treatment. However, this post¬ 
medication success will only 
occur if there is a clear plan for 
continuing care; otherwise, re¬ 
lapses will occur and patients will 
need to be readmitted to metha¬ 
done treatment. In short, opiate 
addiction is a chronic, relapsing 
disorder, and methadone is a 
useful tool for making major 
progress. 

• "Pregnant women shouldn't take 
methadone, because the baby will be 
bom addicted." 

Pregnant users who are in treat¬ 
ment with methadone deliver 
healthy babies. It is true that ba¬ 
bies born to women on metha¬ 
done sometimes experience some 
withdrawal symptoms during the 
first several days after birth. The 
symptoms are routinely treated by 
the baby's pediatrician and do not 
result in any long-term damage. 
In addition, babies bom to women 
on methadone tend to have a 
slightly lower birth weight than 
babies of nonaddicted control 
mothers. The most important 
comparison, however, is not how 
these babies compare with 
nonaddicted controls, but rather 
how they compare with babies of 
mothers addicted to heroin. Stud¬ 
ies that have compared babies 
born to mothers in methadone 
treatment with babies born to 
mothers on heroin have demon¬ 
strated tremendous benefits from 
methadone. 


Methadone treatment allows 
the mother to be followed in pre¬ 
natal care, to receive nutritional 
supplements and information, 
and often to participate in 
parenting classes. The vast weight 
of evidence supports the use of 
methadone with heroin-addicted 
women to reduce risk of mis¬ 
carriage, increase birth weight, re¬ 
duce infection and HIV risk to the 
fetus, and generally produce a 
much greater chance for a healthy 
baby. Dose levels for the mother 
should be adjusted by the physi¬ 
cian to allow the mother to ab¬ 
stain from street drugs. There is 
no single best dose for pregnant 
women. 

Your Role as 
Counselor 

During your work as a counselor 
in a methadone treatment program, 
you will hear many more myths and 
inaccuracies about methadone from 
patients, members of their families, 
and critics of methadone. It is impor¬ 
tant for you to take questions you 
have to the program director or 
program physician to get accurate 
information so that you can operate 
from a basis of knowledge, not 
misinformation. 
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T reatment of patients 
with methadone re¬ 
quires a close team ef¬ 
fort. The counselor 
should view himself or 
herself as a team member within a 
medical-mental health-addiction 
treatment team and be in close com¬ 
munication with the medical staff of 
the clinic. Coordination of effort 
with the program physician and es¬ 
pecially the nursing staff is essential. 
Programs in which the counseling 
staff or individual counselors view 
themselves as independent practi¬ 
tioners with "their own patients" 
become very poor treatment envi¬ 
ronments, and a "them" versus 
"us" mentality is detrimental to 
programs. 

Role of the 
Counselor 

Within the structure of a metha¬ 
done clinic, the persons with most 
frequent and most regular patient 
contact are the dosing nurse and the 
counselor. The counselor has the re¬ 
sponsibility of attempting to gain the 
confidence and trust of the patient in 
order to perform the following 
functions: 

• Coordinate the patient's treatment 
within the clinic so that the 
patient's best interests are served 
by the treatment team. 

• Educate the patient as to what 
choices are available, in terms of 


both treatment options and reha¬ 
bilitation goals. 

• Encourage the patient to attempt 
changes he or she wishes to make 
(as opposed to changes that the 
counselor thinks the patient 
should make). 

• Act as the patient's advocate to help 
him or her accomplish the first 
three goals. 

Notice that absent from this de¬ 
scription of the counselor's role is 
any reference to "confronting" the 
patient. Counselors in drug treat¬ 
ment often mistakenly presume that 
a confrontational approach is the 
standard therapeutic method. While 
this may be so in some residential 
treatment models, in an outpatient 
setting the value of confrontation 
must be weighed against the risk of 
the patient dropping out of treat¬ 
ment. Different settings require dif¬ 
ferent approaches, and in an 
outpatient setting, where retaining 
the patient in the treatment process 
is a prerequisite for any therapeutic 
gains, confrontation too often results 
in losing the patient. This is not to say 
that counselors should be passive. 
Addicts appreciate and usually need 
direction and benefit more from a di¬ 
rective approach as opposed to a 
nondirective, passive type of counsel¬ 
ing. Patients enter treatment confused, 
ambivalent, and out of control. Coun¬ 
selors who provide directive input in 
a positive, helpful, and respectful 
manner can avoid the problems asso¬ 
ciated with either a confrontational or 
a nondirective style. 


Building Rapport 

Mainstream therapists have often 
considered counseling addicts to be 
extremely difficult. For many years, 
the job was usually done by recov¬ 
ering addicts who had very little for¬ 
mal training in how to "do therapy." 
There still remains a belief in some 
circles that counseling an addict is 
difficult, if not impossible, unless the 
counselor has experienced firsthand 
the same problems as the patient is 
experiencing. This is not true of 
other mental health specialists. 
Therapists specializing in suicidal 
patients are not perceived as being 
more effective if they themselves 
have attempted suicide. Geriatric 
specialists do not need to be over a 
certain age to understand and deal 
with the problems of aging. Why, 
then, have recovering people gained 
the reputation of being better able 
to counsel addicts? 

Part of the answer may be that for 
many years, very few people except 
recovering addicts were interested 
in helping addicts. But a larger rea¬ 
son for the development of this per¬ 
ception may be that it is easier for a 
recovering person to— 

• Be nonjudgmental about the 
use of illicit drugs or about 
being a member of the addict 
subculture, 

• Provide a role model for a 
"straight" lifestyle to which the 
patient can relate, and 

• Fully understand the inherent 
conflictual nature of addiction 
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with which every addict 
struggles. 

Even without formal education, a 
recovering person can relate to an 
addict easily. And if the addict as 
patient can listen to how the coun¬ 
selor achieved sobriety, he or she can 
attempt to emulate the counselor's 
process. Problems occur, however, 
when there are differences between 
the experiences of the counselor and 
those of the patient. In these cases, 
strategies that worked for the coun¬ 
selor may not work for the patient. 
The "do as I did" philosophy works 
only when the intervention that 
worked for the counselor happens 
to work for the patient. Beyond such 
happenstance, in order to achieve 
their goals, counselors need to draw 
on methods that they have been 
taught. 

How can a counselor who cannot 
say, "I've been there; I understand; 
trust me," establish counselor- 
patient rapport? It is important to re¬ 
member that communicating 
consists of both talking and listen¬ 
ing. If the patient perceives that the 
counselor is not caring or interested 
in helping or that the counselor is 
being judgmental and imposing his 
or her beliefs and values, a positive, 
helping relationship will not occur. 

Outlining an intensive outpatient 
model of addiction treatment, 
Rawson et al. (1989) further describe 
the difficulties inherent in establish¬ 
ing rapport with addicted patients: 

The mental health field has a bad track 
record in treating addicts. In part, this 
is due to the fact that most mental health 
professionals don't understand that ad¬ 
dicts' behavior often can be personally 
offensive to counselors. Many addicts 
come to treatment hostile, suspicious, 
and resistant to taking direction. They 
demonstrate immature, self-destructive, 
impulsive, and oppositional behavior 
and the counselor's job is to work with 
them, often with little thanks or appre¬ 
ciation. Relapse is discouraging, under- 
lying pathology is frequently evident, 
and the impact of the addiction on ca¬ 
reer, family, and relationships may make 
the situation appear hopeless. This 


litany of problems often makes it diffi¬ 
cult for the counselor to stay positive 
and focused on treatment. 

In response to this large array of prob¬ 
lems, the counselor often becomes over¬ 
whelmed and discouraged. This can 
translate into impatience, and impa¬ 
tience can change "giving direction" 
into "giving orders." If this occurs, the 
counselor can become judgmental and 
lose objectivity. If the patient doesn't 
comply, the counselor becomes discour¬ 
aged; if the counselor becomes more 
strident, the patient becomes more 
oppositional, and the entire situation 
deteriorates. 

The counselor can never lose sight of 
the fact that he/she is the professional 
delivering a service. Unless the coun¬ 
selor stays focused on that, the treat¬ 
ment episode will certainly be one more 
in a series of failures experienced by the 
addict. Rather than providing help, 
"treatment" may exacerbate the addict's 
self-contempt. 

Coordinating Treatment 

Most patients will agree that the 
goal of methadone maintenance 
treatment is to reduce or eliminate 
illicit drug use. They may also agree 
on the goal of reducing or eliminat¬ 
ing the use of alcoholic beverages. 
However, they may not be able to 
understand how the program pro¬ 
cedures and rules are designed to 
help them achieve this goal. The 
counselor needs to help the patient 
understand the need for the various 
hoops that the patient must jump 
through to get what the patient 
thinks he or she needs. A system 
with rules and requirements may 
elicit a very oppositional response 
from a patient whose lifestyle runs 
counter to societal rules and norms. 
Even being asked to sit down in a 
room with a counselor may seem to 
the patient like an infringement in¬ 
stead of a helpful activity. It is im¬ 
portant for the counselor to be 
sensitive to what the patient consid¬ 
ers helpful and to plan treatment 
that the patient views as relevant to 
his or her circumstances. 


Regulating the Dose 

A very sensitive issue to metha¬ 
done maintenance patients is regu¬ 
lation of their doses of methadone. 
Patients tend to see their physical 
and psychological well-being as be¬ 
ing directly related to their medica¬ 
tion. By entering treatment and 
relinquishing control of their dosing 
regimen, they immediately feel very 
vulnerable and sensitive to issues of 
dose changes. Often they blame the 
dose level for all kinds of physical 
and emotional problems. It takes 
patience and sensitivity on the 
counselor’s part to understand the 
patient's vulnerability and to help 
the patient sort out the issues. Pro¬ 
grams or professionals that attempt 
to control the patient's behavior by 
manipulating the dose further con¬ 
firm the patient's suspicion that the 
system is working to impede the 
process of getting his or her needs 
met. As take-home doses are granted 
or rescinded, as the dose level 
changes, and as ancillary medica¬ 
tions are prescribed, the counselor 
needs to work to help the patient un¬ 
derstand why and how these ma¬ 
neuvers are being made in the 
interest of helping him or her to con¬ 
trol or eliminate illicit drug use. 

Educating the Patient 

To provide patients with informa¬ 
tion about the options that are avail¬ 
able to them, it is critical for 
counselors be knowledgeable about 
and familiar with the entire range of 
medical and nonmcdical inter¬ 
ventions to help patients curtail or 
eliminate drug and alcohol use. 
Counselors cannot make the final 
determination, but they can serve as 
coordinators between medical staff 
and patients and can suggest pos¬ 
sible interventions to be explored. 
Patients who are confused about 
their medical treatment or unhappy 
with their options will often be more 
understanding of the treatment team 
decisions when they have had a 
chance to listen and be listened 
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toby an informed, concerned 
counselor. 

Giving patients choices is a fun¬ 
damental and critically important 
part of the counselor's job. Addicts 
may not be aware of lifestyles that 
are available to them as recovering 
people. Counselors need to find 
ways to expose recovering addicts 
to others who have made similar 
lifestyle transitions and who can en¬ 
courage and support them while 
they are methadone maintenance 
patients. 

One technique that can be useful 
in clarifying for the addict why he 
or she has decided to enter treatment 
is to spend a session creating lists of 
good things about heroin and bad 
things about heroin (Saunders, 
Wilkinson & Allsop, 1991). Follow¬ 
ing these lists, it can be helpful to 
create lists of good things about 
treatment and bad things about 
treatment. Often these lists will help 
the addict express concerns about 
stopping drug use as well as nega¬ 
tive feelings about entering treat¬ 
ment. The balance sheet from these 
comparisons, however, usually pro¬ 
vide a basis for choosing the benefits 
of treatment. The exercise can often 
demonstrate to the patient that al¬ 
though treatment does have some 
drawbacks, the payoffs are much 
greater than continued heroin use. 
Appendix A contains a form to 
structure this exercise. 

This exercise can provide the 
counselor with an idea of some of 
the patient's concerns about giving 
up his or her current lifestyle and 
about fears concerning treatment. 
Some of the fears may be inaccurate 
(for example, "If I use while I'm in 
treatment. I'll get kicked out," or "I’ll 
never be able to leave this city for a 
time because 1 won't be able to get 
methadone"), and the counselor can 
educate the patient about this inac¬ 
curacy. Other concerns may be real¬ 
istic (for example, "If 1 can’t get to 
the clinic on time, I won't get 
dosed," or "1 think the methadone 
will help with my heroin use, but it 


won't help me with cocaine"), and 
the counselor may be able to provide 
some options that can help alleviate 
them, including some that can be in¬ 
corporated into the treatment plan. 

Early intervention can establish 
rapport between the counselor and 
the patient. The counselor can inter¬ 
cede at appropriate intervals with 
information about options. This pro¬ 
vides an excellent format for sug¬ 
gesting options without appearing 
to be confrontational or giving ad¬ 
vice. The counselor can present op¬ 
tions by saying something like, 
"When another patient I was work¬ 
ing with was in that same situation, 
he chose to use Antabuse to help him 
get through a difficult period." By 
presenting options and educating 
patients on choices, the counselor 
demonstrates respect and empow¬ 
ers the patient with the right to de¬ 
cide to change. 

Encouraging the Patient 

Once the patient trusts the coun¬ 
selor and decides that there are some 
changes that the patient would like 
to make, the work becomes focused 
on the new goals. Many methadone 
maintenance patients have not expe¬ 
rienced any system as working in 
their favor; they do not understand 
functioning within limits or using 
the system to get their needs met. 
Counselors need to work gently but 
consistently within the limits and 
demonstrate how patients can use 
the treatment system (within the 
clinic and beyond) and the social 
system (beyond the clinic) to assist 
them in attaining their goals. 

Questions can be used to show cu¬ 
riosity about a patient's reaction to 
suggestions: "Would it be useful to 
spend a few minutes looking at the 
question of what is a safe level of al¬ 
cohol consumption?" or "I wonder: 
how does this apply to you?" Ask¬ 
ing questions tells the patient that 
the counselor is not looking for a 
certain response or being judgmen¬ 
tal. It allows the patient to make 


choices, and helps avoid building 
resistance. By asking what the pa¬ 
tient would like to do next, what 
might happen as a result of this 
choice, when might be a good time, 
and what concerns there are, the 
counselor evidences the belief that 
the patient is and will be able to fol¬ 
low through on choices. 

Counseling 

Sessions: 

Common Formats 

There is very little research evi¬ 
dence on which types of counseling 
sessions are most effective with 
methadone maintenance patients. 
Different counselors will prefer dif¬ 
ferent strategies. There are, however, 
some common sense principles that 
apply to most counseling situations 
with methadone maintenance 
patients. 

Individual Sessions 

In some areas of substance abuse 
counseling, it has been documented 
that use of individual sessions will 
increase the retention of patients in 
treatment. These sessions allow for 
the development of a one-to-one re¬ 
lationship between the counselor 
and the patient. 

Individual sessions allow the pa¬ 
tient to discuss issues that are per¬ 
sonal, embarrassing, or intimate, or 
that the patient simply chooses not 
to divulge to other patients. The fre¬ 
quency of these sessions depends on 
the individual (as discussed below). 
However, the counselor should at¬ 
tempt to maintain a balance between 
the extremes of requiring the same 
number of sessions for all patients 
and seeing some daily and others 
not at all. 

Clearly some patients will desire, 
and require, more counseling ses¬ 
sions than others, but it is unwise to 
have a small number of patients 
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monopolize the counselor's time 
while others feel excluded. It is of¬ 
ten necessary to reach out to some 
patients to encourage attendance at 
counseling sessions. Effective coun¬ 
selors develop a positive style of re¬ 
questing that patients stop in for a 
checkup, which promotes the pa¬ 
tients' view of the counselor as a 
concerned ally and avoids policies 
that force unwanted counseling 
sessions. 

Group Therapy Sessions 

Groups can be useful forums for 
discussing issues of common con¬ 
cern. Special-topic groups, such as 
women's groups, groups with hu¬ 
man immunodeficiency virus (HIV) 
concerns, parenting groups, and job 
club groups, can all be helpful fo¬ 
rums for methadone maintenance 
patients. They can provide peer sup¬ 
port and reinforcement for making 
positive change. It is important for 
the groups to have clear goals and 
purposes, however; open-ended and 
whatever-is-on-your-mind groups 
are often much less productive. 

Groups without a purpose or 
theme can turn into general "bitch 
sessions'' or confrontational ses¬ 
sions, which can become volatile and 
dangerous. Group leaders should 
avoid "war stories" in which drug 
use and related behavior are glori¬ 
fied. Also, extensive, explicit discus¬ 
sions of drug use episodes should 
be avoided; these can be triggers that 
precipitate cravings and even re¬ 
lapse. It is also important for the 
group leader to stay in control and 
direct the group into productive ar¬ 
eas of discussion. 

Family Therapy 

Recent research has demonstrated 
that the participation of family mem¬ 
bers in the treatment of methadone 
patients can increase retention and 
help reduce drug use during treat¬ 
ment. Involvement of family mem¬ 
bers in constructive family groups 
or in conjoint sessions with patients 


may help address issues of im¬ 
portance in recovery planning. 
Educating family members about 
methadone and the treatment proc¬ 
ess can reduce their resistance to the 
treatment program and encourage 
their support. 


Twelve-Step Programs 

Although the counselor cannot 
"conduct" 12-step groups as part of 
treatment, we strongly recommend 
that the counselor encourage pa¬ 
tients to participate in 12-step pro¬ 
grams. Some clinics have 12-step 
groups onsite. The 12-step programs 
of Narcotics Anonymous, Cocaine 
Anonymous, and Alcoholics Anony¬ 
mous can be valuable sources of sup¬ 
port for patients, but patients need 
to be given some education about 
12 -step groups in the context of 
methadone maintenance treatment. 
Historically, 12-step programs have 
viewed patients on methadone as 
not in true recovery, because they are 
using a medication and are not com¬ 
pletely drug free. This attitude has 
led to methadone patients being 
ostracized from some 12-step 
programs. 

Recently, however, many 12-step 
groups have been much more ac¬ 
cepting of methadone patients. 
Meetings held onsite should 
be supportive of methadone pro¬ 
gram involvement. Patients using 
community 12-step meetings may 
find that they prefer to avoid dis¬ 
cussing their methadone use so that 
they can use the 12-step resources 
without producing controversy. 

Counseling Sessions— 
Practical Considerations 

Most methadone maintenance pa¬ 
tients enter treatment with their lives 
very much out of control. Most view 
the primary benefit of treatment as 
the medication, most view counsel¬ 
ing of any type as a secondary is¬ 
sue, and most do not have the 
middle-class experience of attending 


scheduled therapy sessions. There¬ 
fore, attendance at these sessions is 
likely to be poor unless certain con¬ 
siderations are made, including the 
following: 

• Schedule sessions around dosing 
tunes. If patients can receive their 
dose and their counseling at the 
same time, attendance will 
be facilitated. 

• Do not substitute informal "dos¬ 
ing window check-ins" for coun¬ 
seling sessions. Counseling must 
occur in a setting that ensures 
privacy. 

• Avoid lengthy waits for counsel¬ 
ing appointments. Methadone 
patients are not known for their 
tolerance in waiting for an ap¬ 
pointment. Also, having patients 
waiting around for services can 
lead to loitering, informal groups 
in the waiting room or outside, 
and possibly the opportunity for 
drug dealing and other illegal 
activities. 

• If patients bunch up for sessions, 
try to make sessions brief or have 
another counselor help out. Avoid 
creating crowds: strive for 
smooth patient flow, and limit 
informal groups. 

• Counseling an intoxicated or bel¬ 
ligerent patient is not helpful or 
beneficial to the patient and may 
increase the risk of violence (see 
"The Belligerent Person," in the 
"Special Problems and Circum¬ 
stances" section of Chapter 4). 
Consult medical or supervisory 
staff for assistance in handling 
these situations. 


Professionalism 

Paraprofessional 

Counselors 

The counselor in a methadone pro¬ 
gram is a professional within the 
health care system. The counselor is 
paid a salary for providing patients 
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with a set of services. Historically, 
many counselors have entered the 
profession without a clear under¬ 
standing of how a counselor differs 
from a friend. Many paraprofes- 
sional counselors who have not had 
formal training in counseling have 
often felt confusion and a split loy¬ 
alty between the rules of the clinic 
and the needs and requests of pa¬ 
tients. Since many paraprofessional 
counselors have entered this career 
with their own personal history of 
addiction and recovery, they often 
feel uncomfortable being viewed as 
members of “the system" rather than 
as members of the patients' peer 
groups. Often paraprofessional 
counselors feel that with personal 
histories of addiction and recovery, 
they have more in common with the 
patients than with doctors, nurses, 
and the counselors who have no per¬ 
sonal history of addiction. It can be 
difficult to make the adjustment 
from being a member of the patient's 
peer group to being a member of a 
professional health care team. This 
task is particularly difficult when the 
role of the counselor includes serv¬ 
ing as an advocate for the patient. It 
sometimes can be hard to see the line 
between being the patient's advo¬ 
cate and being the patient's friend. 

The relationship between a coun¬ 
selor and a patient is professional. 
There are boundaries in this relation¬ 
ship that preclude many types of in¬ 
teractions. The relationship cannot 
be nonprofessional in the sense of 
being personal or a friendship. Be¬ 
ing friendly in the context of a pro¬ 
fessional relationship is very 
different from being a friend. One 
socializes with friends, confides per¬ 
sonal feelings or problems to friends, 
and engages in a variety of activi- 
ties with friends. The counselor's re¬ 
lationship with the patient, however, 
should not involve socializing or 
discussing the counselor’s personal 
life or problems, and it should be re¬ 
stricted to within-clinic interactions 
focused on the goals described in the 
treatment plan. Sometimes staying 


within professional boundaries can 
be difficult. The counselor should 
remember that a patient who be¬ 
comes confused regarding the na¬ 
ture of the relationship may become 
uncomfortable confiding in the 
counselor or may unrealistically ex¬ 
pect the counselor to behave as a 
friend and feel embarrassed or re¬ 
jected when limits are finally set 
down. 

Professional Counselors 

Professionally trained therapists 
who become counselors in metha¬ 
done programs typically do not have 
to wrestle with the role conflicts 
experienced by paraprofessional 
counselors; they have training in 
professional standards of behavior 
and ethics. However, many experi¬ 
ence a different type of problem. 
Most professional therapists who 
work in methadone programs enter 
the job with a theoretical framework 
that defines their treatment orienta¬ 
tion. Therapists trained as psycholo¬ 
gists may enter with behavioral, 
psychodynamic, or psychoanalytic 
training. Those with marriage and 
family counseling training may en¬ 
ter with a family systems orienta¬ 
tion. Those trained as certified 
addiction counselors may enter with 
a strong belief in the 12-step recov¬ 
ery model. 

Regardless of their orientation or 
training, all trained therapists typi¬ 
cally enter the field of methadone 
treatment with a much better under¬ 
standing of schools of therapy than 
of the needs of methadone patients. 
Historically, the result has some¬ 
times been that professional thera¬ 
pists will do the type of therapy 
about which they are knowledge¬ 
able, often without regard for the 
tangible, present needs of the 
patient. 

Therapists sometimes conduct in¬ 
dividual therapy, group therapy, 
indepth therapy, and cognitive 
therapies without any clear connec¬ 
tion between the therapy process 
and the needs of the patients. Often 


there seems to be the assumption 
that “therapy is good” without a real 
consideration of who the patients are 
or what their needs are. Hence, 
when patients are resistant to coun¬ 
seling sessions, this resistance is 
viewed as denial or lack of motiva¬ 
tion. In some cases, the patients' 
protestations that the counseling ses¬ 
sions are irrelevant and unhelpful 
may bear closer consideration. There 
is a need for counselors to deliver 
services that meet the needs of the 
patients. 

Counselor as 
Team Member 

Throughout this manual, reference 
is made to the counselor as a mem¬ 
ber of the treatment team. This con¬ 
cept is central to the professional role 
of the counselor in the methadone 
clinic. 

Keeping this concept in focus is 
critical to both paraprofessionals 
and professionals. One of the most 
detrimental things that can happen 
to patient care within a methadone 
clinic is the development of an us- 
versus-them split among the staff. 
This split can take a number of 
forms: recovering staff versus 
nonrecovering staff, counseling staff 
versus noncounseling staff, or sim¬ 
ply one clique versus another. Such 
splits are extremely damaging to the 
staff and interfere with the delivery 
of quality treatment to patients. 

Professionalism for a counselor in 
a methadone clinic involves a team 
approach to the delivery of treat¬ 
ment. A counselor who operates in 
opposition to the clinic rules, or to 
the treatment guidelines created by 
the treatment team, is committing a 
severe breach of professional behav¬ 
ior. No matter how well a counselor 
knows the needs of his or her pa¬ 
tients, die treatment activities must 
stay within the boundaries of pro¬ 
fessional behavior. Tire re are no ex¬ 
ceptions. Heroin addicts can be a 
difficult group of patients to treat. 
They can split staff and promote con¬ 
flict among staff members. Only by 
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adherence to a clear set of profes¬ 
sional standards, open communica¬ 
tions among staff within a clinic, and 
a team approach can a high-quality 
treatment service be delivered. 

Ethics 

Each treatment center that uses 
methadone should have a clearly 
stated set of gu idelines ou tlining the 
standards of behavior expected of 
counselors. These standards should 
address such issues as guidelines for 
contact with patients outside the 
clinic, acceptance of gifts from pa¬ 
tients, use of staff automobiles to 
transport patients, loans and busi¬ 
ness transactions between staff and 
patients, and circumstances justify¬ 
ing staff home visits to patients. All 
programs should have a policy 
prohibiting sexual contact between 
staff and patients under all 
circumstances. 

Confidentiality 

The records of patients in metha¬ 
done treatment are closely guarded 
by State and Federal confidentiality 
laws. Information cannot be given 
to any person or agency without a 
patient's written consent. This re¬ 
striction includes both written and 
verbal information and it applies to 
social welfare and law enforcement 
agencies, as well as to family mem¬ 
bers and friends. This confidential¬ 
ity is critically important to the 
credibility of the treatment agency. 
A breach of this confidentiality by a 
clinic staff member is an ethical and 
a legal violation. 

Confidentiality does not apply 
within the clinic setting, however. 
Information provided to a counselor 
is accessible to other members of the 
treatment team, and the counselor 
should never be in a position of 
agreeing to conceal information 
from other members of the treatment 
team. If a patient attempts to restrict 
information in this manner or to use 
other manipulations that jeopardize 


the professional integrity of the 
counselor and interfere with the 
functioning of the clinic, the coun¬ 
selor should immediately discuss 
the attempt with supervisory staff. 

There are some situations in which 
the confidentiality principle is 
overruled: 

• Tarasoff. Tarasoff v. The Regents of 
the University of California (17 Cal. 
3d 425, 131 Cal. Rptr. 14, 551 P. 
2d 334,1976) set an important le¬ 
gal precedent, establishing that a 
therapist has a legal duty to warn 
a third person if a patient states 
an intention to harm that person, 
even if that statement is made 
within a counseling session. 

• Child or elder abuse. If information 
about physical abuse of a child or 
elder person is discovered, in a 
counseling session or by observa¬ 
tion, appropriate social welfare 
agencies must be notified. Each 
counselor should be very clear on 
the policy of the clinic regarding 
this duty. There are wide varia¬ 
tions in the definition of abuse or 
neglect. If this principle is defined 
too broadly, virtually all patients 
in methadone maintenance or ap¬ 
plying for treatment could be con- 
sidered reportable. The clinic 
policy on this issue should be 
clear, and all staff should follow 
it consistently. 

• State or Federal inspections. Repre¬ 
sentatives of authorized govern¬ 
mental agencies may have access 
to treatment records in order to 
perform inspections or audits of 
programs. 

• Court orders. In some instances, 
the courts can order programs to 
relinquish either information 
about a specific patient or the en¬ 
tire patient file. Every request 
from a legal source (attorney, dis¬ 
trict attorney) to obtain patient in¬ 
formation does not warrant a 
suspension of confidentiality. 
Counselors should be extremely 
careful in dealing with 
these requests. 


In all cases where the confiden¬ 
tiality of patients is to be breached 
for mandatory reporting, the coun¬ 
selor should consult supervisors 
prior to filing such reports. Special 
restrictions may apply to informa¬ 
tion surrounding HIV-acquired im¬ 
munodeficiency syndrome (AIDS) 
issues. Changing regulations re¬ 
garding this aspect of confidenti¬ 
ality require consultations in all 
cases. 


Counselor Burnout 

Most counselors are at high risk 
for burnout. There are some safe¬ 
guards that can reduce the likeli¬ 
hood of burnout: 

• Take care of yourself. As in any 
other caregiving occupation, it 
becomes impossible to function 
effectively if the caregiver does 
not take adequate care of himself 
or herself, physically and 
emotionally. 

• Avoid adversarial relationships with 
patients. It is very easy to get 
drawn into the role of being the 
enforcer for the system; in fact, 
many patients will view the coun¬ 
selors as such, no matter what. 
Counselors who follow the sug¬ 
gestions in this chapter for deal¬ 
ing with patients as an advocate 
should find it easier to stay out 
of the enforcer role. 

• Do not function outside your train¬ 
ing. Many patients are good 
candidates for psychological 
treatment beyond counseling. 
However, there is frequently not 
enough time or trained personnel 
available to provide formal 
therapy to methadone mainte¬ 
nance patients at the clinic. Such 
therapy should not be provided 
in place of the type of counseling 
described in this manual. Metha¬ 
done maintenance counseling as 
such is not therapy, but rather is 
a critical component of the treat- 
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ment episode, without which the 
likelihood of successful treatment 
is severely diminished. 

Giving or referring patients for 
additional therapy can often be help¬ 
ful, especially after the initial need 
to focus on achieving stability in 
methadone maintenance. For pa¬ 
tients with family issues, family 
therapy can be extremely beneficial. 
Patients needing to understand 
themselves and their emotions bet¬ 
ter can benefit from psychodynamic 
or gestalt therapy. Rational-emotive 
therapy or reality therapy may help 
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patients needing to learn to control 
their emotionality. Referrals can be 
made for specific therapeutic needs 
as well as for help with vocational 
problems, housing problems, legal 
issues, special medical concerns, and 
other needs. Programs with the re¬ 
sources to offer these specialized 
services can provide them onsite, 
but counselors in most programs 
need to have up-to-date knowledge 
of the resources available in the com¬ 
munity in order to refer patients 
appropriately. 


References 

Rawson, R.A., Obert, j.L., McCann, 
M.J., Smith, D P, & Scheffey, FH. 
(1989). The neurobehiwiora! treat¬ 
ment manual: A therapist manual for 
outpatient cocaine, addiction treat¬ 
ment. Beverly FI ills, CA: Matrix 
Center. 

Saunders. 15., Wilkinson, C., & 
Allsop, S. (1991). Motivational in¬ 
tervention with heroin users at¬ 
tending a methadone clinic. In 
W.R. Miller & S. Kollnick (F.ds.), 
Motivational interviewing. New 
York: Guilford Press. 


13 







Chapter 3—Methadone Maintenance 


T his is the longest chapter 
in this manual, because 
methadone maintenance 
is the treatment modality 
that requires the greatest 
understanding of the rationale and 
regulations surrounding its use. As 
discussed in Chapter 1, it is probably 
the most controversial approach in 
the field of substance abuse treat¬ 
ment. For these reasons, counselors 
need to have a clear understanding 
of the rationale, procedures, regula¬ 
tions, and patient care guidelines for 
delivery of methadone maintenance 
treatment. 

Description and 
Philosophy of 
Methadone 
Maintenance 

Elements of methadone mainte¬ 
nance include— 

• Administration of methadone at 
relatively stable dose levels, 

• Treatment duration in excess of 
30 days (or fewer days in some 
States), and 

• Provision of counseling and medi¬ 
cal services. 

The initial goal of methadone 
maintenance is to free the addict 
from the periodic withdrawal that 
prompts regular use of illicit opiates. 


A patient who is thus freed from 
withdrawal symptoms will, it is 
hoped, be able to stop this illicit drug 
use and disassociate from people and 
places that involve drug use and 
crime, deal with his or her problems, 
establish a new lifestyle, and enjoy a 
higher quality of life. 

The counselor should provide sup¬ 
port and direction to any patient who 
is interested in tapering off metha¬ 
done, but it is not realistic or thera¬ 
peutically beneficial to routinely 
promote the goal of detoxification 
from methadone. To do so can sug¬ 
gest that what the patient is doing to 
deal with his or her heroin addiction 
is, at best, only temporarily accept¬ 
able. The focus upon getting off 
methadone maintenance implicitly 
conveys a negative attitude about the 
treatment. The patient who is not 
ready or able to withdraw from 
methadone is then left with the 
choice of being in a "bad" treatment 
or of returning to heroin use. 

Clearly, as we have noted in Chap¬ 
ters 1 and 2, methadone has some 
drawbacks as well as benefits. The 
drawbacks include the following: 

• It is addictive. Daily dosing and 
sometimes daily program attend¬ 
ance is necessary. Missing a dose 
can result in discomfort. 

• Dose levels that are too high can 
produce intoxication and seda¬ 
tion. Dose levels that are too low 
do not adequately control 
withdrawal. 


• It is interactive with other drugs 
and alcohol. Use of other opiates, 
benzodiazepines, and alcohol can 
be dangerous in combination with 
methadone. 

• It may be inconvenient. Dosing 
only occurs at certain scheduled 
times. 

• Tt restricts travel. There are limi¬ 
tations on how much methadone 
can be taken out of the clinic. It 
may be necessary to arrange for 
dosing at other clinics when the 
patient is out of town. 

Methadone is not a perfect solu¬ 
tion. However, the same can be said 
for many other treatments for medi¬ 
cal problems. For example, some 
blood pressure medications have 
side effects, and kidney dialysis is 
restrictive and inconvenient. 

Despite these problems, a coun¬ 
selor working in methadone mainte¬ 
nance treatment can help a person 
overcome the more serious problems 
associated with illicit drug use by 
supporting the achievement of enter¬ 
ing treatment with methadone in¬ 
stead of focusing on its drawbacks 
or suggesting that recovery can be¬ 
gin only after one is off methadone. 
With illicit drug use stopped, the 
patient and the counselor can work 
together to establish a recovery plan 
that will work for the patient both 
while he or she is on methadone 
maintenanc e and afterwards. 
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Criteria for Patient 
Acceptance 

Because methadone is a powerful 
and addictive medication, there are 
restrictions on who may receive it. 
People for whom methadone main¬ 
tenance is not appropriate include 
those who are not addicted to illicit 
opiates, who have not been addicted 
long enough, or who have not tried 
other treatment approaches (such as 
detoxification). Because the coun¬ 
selor is usually involved in initial 
contacts with prospective mainte¬ 
nance patients and helps determine 
whether they meet eligibility criteria, 
it is important that the counselor 
understand admission requirements, 
help eligible applicants collect nec¬ 
essary documentation, and identify 
ineligible candidates and redirect 
them to other treatment. Even if the 
program has a separate intake coun¬ 
selor or intake department, every 
counselor should have comprehen¬ 
sive knowledge of this process. 

There are specific State and Fed¬ 
eral regulations regarding admis¬ 
sion criteria for methadone 
maintenance. The counselor should 
refer to these regulations and con¬ 
tact appropriate regulatory agen¬ 
cies, if necessary, for information, 
assistance, or interpretation. 
Discussion of regulatory issues 
here is not meant to be a statement 
or an interpretation of these 
requirements. 

Issues dealt with in the regulations 
include the following: 

• Documented history of some period 
of opiate addiction: This documen¬ 
tation is usually acquired through 
legal records for narcotics viola¬ 
tions or treatment records from 
previous treatment efforts. (Fed¬ 
eral regulations require a 1 -year 
history of addiction. State regula¬ 
tions may require a longer period.) 

- "Documented history" usually 
means written records of the 
required history (as opposed to 


telephoned information or per¬ 
sonal testimony). 

- Treatment records can be ob¬ 
tained by telephone after the 
patient signs a release of infor¬ 
mation. The counselor can 
record information to verify 
history and then follow up by 
mailing a request along with 
the signed release. 

- Arrest records usually consist of 
either an actual "rap sheet" or 
a letter from an acceptable au¬ 
thority, such as a parole or pro¬ 
bation officer, indicating dates 
and conditions of arrests. 

• One year of addiction prior to admis¬ 
sion: Counselors should consult 
appropriate regulations for the 
definition of what constitutes 
"1 year of addiction." Counselors 
should be aware that only the phy¬ 
sician can certify the 1 -year-of- 
addiction requirement. 

• Evidence of curren t narcotic depend¬ 
ence, including early signs of with¬ 
drawal: Although the physician 
will document current depend¬ 
ence and signs of withdrawal, it 
is important for the counselor to 
know some of these indications. 
Again, as one of the initial contacts 
during the intake process, the 
counselor may play an important 
role in determining eligibility or 
may help others on the treatment 
team by passing along observa¬ 
tions and information. 

- Needle marks are one possible 
indication of current narcotic 
dependence. Old tracks and 
scars do not indicate current 
dependence. Fresh marks (pink 
or recently scabbed) indicate 
recent injection sites. These 
fresh marks suggest the possi¬ 
bility of opiate dependence, but 
are not conclusive. They may 
be injection sites for other, non¬ 
opiate, substances, such as co¬ 
caine, or they may be opiate 
injection sites but the person 
might not yet be addicted. 

The absence of needle marks 
may not be significant if the 


person is reporting non¬ 
injection use (smoking, snort¬ 
ing, or oral). If the person is 
using prescription opiates, 
copies of prescription labels can 
facilitate the documentation 
process. 

Being under the influence 
(pinpoint pupils, sedation) 
does not necessarily mean that 
a person is addicted, and an 
opiate-positive urine test can 
result from using just once. 

- Onset of withdrawal is related to 
the specific opiate to which a 
person is addicted. Different 
opiates stay in the system for 
different lengths of time. For a 
long-acting opiate like metha¬ 
done, it would take about 
24 hours after the last dose be¬ 
fore a person dependent upon 
it would show signs of with¬ 
drawal. For codeine, it would 
only be a few hours. Heroin 
withdrawal begins after 4 to 
8 hours. 

Because a person must ex¬ 
hibit signs of withdrawal in 
order to enter methadone 
maintenance treatment, when 
talking to a prospective patient, 
the counselor should be clear in 
advising him or her in matters 
regarding time of last use prior 
to program entry. (For example, 
"Make sure you don't use any¬ 
thing after midnight tonight. 
You won't be able to get dosed 
unless you're just starting into 
a little withdrawal") The coun¬ 
selor should allay the addict's 
fears that he or she needs to be 
sick and let the person know 
that it is only necessary to be in 
the very beginning phase of 
discomfort. 

Withdrawal, even in the ab¬ 
sence of needle marks, clearly 
indicates addiction. The follow¬ 
ing are the most common signs 
of opiate withdrawal: 

- runny nose 

- large pupils 

- eyes tearing 
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- sweating 

- chills 

- diarrhea 

- yawning 

- nausea 

- gooseflesh 

Because cravings and irrita¬ 
bility are also associated with 
withdrawal, the counselor 
needs to be sensitive to the fact 
that this requirement for treat¬ 
ment entry may significantly re¬ 
strict counseling activities during 
intake. The patient will most 
likely be focused on the ques¬ 
tion of when he or she will get 
the methadone dose and may 
not be cooperative or interested 
in history taking, treatment 
planning, program description, 
or other matters. Attempting to 
accomplish nonessential as¬ 
pects of intake might antago¬ 
nize the patient and impede the 
establishment of a therapeutic 
relationship. In contrast, under¬ 
standing the patient's discom¬ 
fort and helping to expedite the 
intake process can do a lot to 
get a therapeutic relationship 
under way. 

- The counselor should alert 
medical staff or seek assistance 
from supervisory staff if there 
are concerns surrounding these 
requirements. Concerns could 
include the following: 

- The patient is under the 
influence 

- There are no fresh needle 
marks 

- There are no apparent signs 
of withdrawal, despite self- 
report of more thanl2hours 
since last heroin use 

- There is extreme with¬ 
drawal, precluding normal 
intake processing 

• Exceptions to history requirements: 
There are exceptions to these re¬ 
quirements (for example, preg¬ 
nant addicts), which are described 
in regulations. The counselor 


should refer to State and Federal 
regulations regarding these 
exceptions and should consult with 
appropriate supervisors or regu¬ 
latory agencies for clarification. 

• Exceptions to requirements of a 
l-year period of addiction prior to 
admission and signs of current opi¬ 
ate dependence: These exceptions 
are also described in the regula¬ 
tions. The counselor should again 
refer to regulations or consult ap¬ 
propriate agencies for clarification 
of these exceptions. For example, 
in some circumstances, human 
immunodeficiency virus (HIV) 
seropositivity and other medical 
conditions are viewed as con¬ 
ditions for exceptions. The coun¬ 
selor should be aware that 
determination of exceptions is the 
physician’s responsibility. 

When the treatment applicant is 
found ineligible for methadone 
maintenance, the counselor 
should present the candidate with 
other treatment options. These 
options might include referral to 
drug-free programs or therapeu¬ 
tic communities or to treatment 
with naltrexone (see "Aftercare 
Issues," below). Even though a 
person may qualify for metha¬ 
done maintenance, other treat¬ 
ment options might be more 
appropriate. A patient who ex¬ 
presses interest in or who would 
like additional information on 
other treatment options should be 
referred to a supervisor or to the 
medical staff. 

• Plan for next contact or referral: If a 
treatment candidate is not imme¬ 
diately eligible for and inducted 
into methadone, there should be 
a plan for the next contact or spe¬ 
cific referrals. Things should not 
be left with the patient—particu¬ 
larly not the initiative for making 
another contact. Before the patient 
leaves, there should be— 

- An appointment to see the phy¬ 
sician, followed by another ap¬ 
pointment with a counselor; 


- Another appointment with the 
counselor, if necessary, to con¬ 
tinue intake procedures (for 
example, acquiring documen¬ 
tation of addiction history); 

- A plan for acquiring necessary 
documentation for admission; 
and 

- Provision of information on or 
referral to other treatment (for 
example, methadone detoxifi¬ 
cation programs, residential 
programs, drug-free counsel¬ 
ing, self-help directories). 

At all times, it should be clear to 
both the counselor and the addict 
what is going to happen next, and 
when. If possible, anyone who is re¬ 
ferred elsewhere should be followed 
up by phone. The counselor should 
be proactive in engaging addicts in 
treatment. If a person fails to return 
for scheduled counseling or a physi¬ 
cian appointment, the counselor 
should call him or her and re¬ 
schedule the appointment if neces¬ 
sary. Too often in addiction 
treatment, counselors fail to seek out 
individuals who do not keep ap¬ 
pointments. Those who fail to return 
are often characterized as unmoti¬ 
vated or are simply ignored. 

Considering that addicts generally 
have lifestyles that are out of control, 
as well as a very demanding physi¬ 
cal dependence on heroin, it should 
not be surprising that many do not 
return for appointments or that they 
arrive at nonscheduled times. The 
counselor should not view it as un¬ 
usual or extraordinary if he or she 
has to call someone to reschedule an 
initial contact or has to be flexible in 
appointment times; rather, the coun¬ 
selor should regard this as a normal 
and expected service for addicts 
seeking treatment. 

Appendix B provides a recom¬ 
mended Maintenance Criteria 
Checklist to assist the counselor in 
determining eligibility for metha¬ 
done maintenance. 
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Patient Orientation 
and Consent 

Each new patient must be advised 
on some treatment introduction is¬ 
sues, including program rules and 
procedures and patient rights. Since 
it is often better to forgo discussion 
until the patient has been on the pro¬ 
gram a few days and feels comfort¬ 
able, the counselor may provide this 
information in the form of a patient 
handbook and discuss it briefly to 
ensure basic understanding. In dis¬ 
cussing program rules, it is impor¬ 
tant that the counselor not assume an 
authoritarian or disciplinary stance. 
The counselor should talk about 
rules and procedures in a way that 
emphasizes positive therapeutic as¬ 
pects. For example, urine testing can 
be described as a tool to help patients 
stay clean, rather than as a means of 
catching them dirty. 


Needs Assessment 

Before the treatment team can de¬ 
velop a treatment plan for a patient, 
it must conduct a needs assessment. 
Areas to be assessed include drug 
and alcohol use, and medical, social, 
psychological, educational, voca¬ 
tional rehabilitation, and employ¬ 
ment history and current status. 
Appendix B provides a Worksheet 
for Needs Assessment and a Needs 
Assessment Form. In completing the 
first three sections on drug use, alco¬ 
hol use, and medical history, the 
counselor should review the medi¬ 
cal evaluation, which covers areas 
that regulations require the physician 
to evaluate. Further investigation of 
problems identified by the physician 
may promote a more thorough needs 
assessment and a modified treatment 
plan. 

Using the Needs 
Assessment Forms 

The patient should complete the 
Worksheet for Needs Assessment af¬ 


ter he or she has become physically 
comfortable and after a relationship 
of trust has been established, but 
soon enough so that problems can 
begin to be addressed. Generally this 
would be about the third week of 
treatment (the treatment plan must 
be done within 4 weeks in order to 
comply with the U.S. Food and Drug 
Administration regulations). The 
counselor should read the instruc¬ 
tions on the worksheet aloud and 
encourage the patient to answer all 
questions honestly and completely. 
The counselor also should reassure 
the patient that the purpose of the 
assessment is to help determine ar¬ 
eas where help is needed, that an¬ 
swers to needs assessment questions 
will not be used for any purpose 
other than to help design a treatment 
program, and that information about 
drug and alcohol use or other mat¬ 
ters will not be a basis for discipli¬ 
nary or punitive action. 

Evaluating the Worksheet 

The Needs Assessment Worksheet 
is designed to help collect informa¬ 
tion in order to make some general 
assessments of need in seven areas. 
After the patient completes the 
worksheet, the counselor should re¬ 
view it for completeness; ask the pa¬ 
tient questions to clarify answers, if 
necessary; and then complete the 
Needs Assessment Form. The coun¬ 
selor should bring medical or psy¬ 
chological problems that have 
developed since the intake physical 
examination to the attention of the 
medical staff, and a clinical super¬ 
visor should review the form. The 
treatment team will then use this in¬ 
formation to develop the patient's 
treatment plan. 

In completing the first three sec¬ 
tions of the worksheet (on drug use, 
alcohol use, and medical history), the 
counselor should review the intake 
medical evaluation. Further investi¬ 
gation of problems identified by the 
physician may promote a more thor¬ 
ough needs assessment and a better 
treatment plan. 


Needs Assessment Areas 

There are a number of instruments 
that can be useful for gathering in¬ 
formation on drug and alcohol use 
and assessing severity of use. Two 
widely used instruments are the Ad¬ 
diction Severity Index (Mcl. ellan et 
al., 1980) and the Michigan Alcohol¬ 
ism Screening Test (Selzer, 1971). 
Appendix B includes some other in¬ 
struments developed by the Matrix 
Center that the counselor might find 
helpful when conducting a needs 
assessment. 

In performing the needs assess¬ 
ment, the counselor should prioritize 
the patient’s needs. For example, 
suicidality or some medical prob¬ 
lems would take precedence over 
educational or vocational needs. 

Drug Use 

The counselor should review the 
patient’s medical evaluation when 
completing the drug use sections of 
the needs assessment forms. The fol¬ 
lowing issues should be considered 
in evaluating the forms for the pres¬ 
ence of a problem: 

• Any current regular drug use 
(particularly long-term or heavy 
use) 

• Any drug use that the patient feels 
is a problem 

(Additional assessment instru¬ 
ments that the counselor can use in 
evaluating drug problems are the 
Cocaine Problem Severity Index and 
the Amphetamine Problem Severity 
Index (Appendix B), and the Addic¬ 
tion Severity Index (McLellan 
et al., 1980).) 

Alcohol 

The counselor should review the 
patient's medical evaluation when 
completing the alcohol use sections 
of the needs assessment forms. The 
following should be considered in 
evaluating the forms for the presence 
of a problem: 

• Daily drinking 

• Binge drinking 
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• Regular heavy drinking 

• Drinking-related arrest 

• Self-report of a problem 

(Additional assessment instru¬ 
ments that the counselor can use in 
evaluating alcohol problems are the 
Michigan Alcoholism Screening 
Test (Selzer, 1971) and the Alcohol 
Intake Prescreening Instrument (Ap¬ 
pendix B).) 

(Note: In assessing problems with 
non-opiate drugs or alcohol, the 
counselor must not forget that opi¬ 
ate addicts tend to minimize use, 
feeling that anything less than regu¬ 
lar, daily, chronic use in the manner 
of opiate addiction is not a problem, 
and certainly not an addiction. The 
counselor may need to educate the 
patient about other types of chemi¬ 
cal dependencies to put drug and 
alcohol use in proper perspective 
(see "Counseling Approaches for 
Dealing With Non-Opiate Drug or 
Alcohol Use," below).) 

Medical Histon/ 

The counselor should review the 
patient's medical evaluation when 
completing the medical history sec¬ 
tions of the needs assessment forms. 
The following issues should be con¬ 
sidered in evaluating the forms for 
the presence of a problem: 

• Recent hospitalization 

• Self-reported problems 

• Current medications 

The counselor is an important liai¬ 
son with the medical staff and should 
refer the patient to medical staff if the 
need arises or if there is some doubt 
regarding need. The counselor also 
should encourage and monitor the 
patient's medical care with practi¬ 
tioners outside the methadone clinic. 

Social/Social Services 

The counselor should consider the 
following issues when evaluating the 
social/social services sections of the 


needs assessment forms for the pres¬ 
ence of a problem: 

• Amount of drug and alcohol use 
in the social environment 

• Unemployment 

• Dependence upon illegal sources 
of income 

• Eligibility for public assistance 

• Need for housing 

• Legal problems 

Psychological History 
and Status 

The counselor should consider the 
following issues when evaluating the 
psychological sections of the needs 
assessment forms for the presence of 
a problem: 

• Psychological problems within 
past 30 days 

• Any previous treatment history 
for psychological or psychiatric 
disorders 

Education 

The counselor should consider the 
following issues when evaluating the 
education sections of the needs as¬ 
sessment forms for the presence of a 
problem: 

• Failure to complete high school 

• Desire to return to school 

Vocational 

The counselor should consider the 
following issues when evaluating the 
vocational sections of the needs as¬ 
sessment forms for the presence of a 
problem: 

• Unemployment or disability 

• Interest in job training 


Treatment Planning 

The treatment team should de¬ 
velop the treatment plan after the 
patient has stabilized on methadone 
(when the patient no longer has with¬ 
drawal complaints and is no longer 
experiencing any sedative effects of 


methadone) or within 4 weeks, 
whichever is sooner. The treatment 
plan charts the course of counseling. 
It allows the counselor and the pa¬ 
tient to establish concrete goals for 
treatment. (Much of the material in 
this section is from Fairbank et al. 
(1991).) 

It is important that the patient par¬ 
ticipate in the development of the 
treatment plan. Fairbank etal. (1991) 
list the following reasons (adapted 
from Sobell, Sobell & Nirenberg, 
1989) for patient participation: 

• Client involvement in the develop¬ 
ment of a treatment plan can provide 
the counselor with important in¬ 
formation about the desirability, 
feasibility, and ease with which 
various treatment strategies can be 
implemented. 

• Involvement of the client in the de¬ 
velopment of a treatment plan can 
increase motivation to participate and 
continue in counseling. 

• Involving clients in their treatment 
planning and goal setting better en¬ 
sures that the goals have been mutu¬ 
ally determined. 

• Involvement in treatment planning 
can boost the morale of clients, giv¬ 
ing them a sense of control over their 
problems. 

Identifying Possible 
Short- and Long-Term 
Goals for Each 
Target Problem 

Fairbank et al. (1991) provide the 
following guidance on goals: 

Review each problem area covered by 
the Needs Assessment as well as any 
other areas which have been uncovered. 
Specific goals should be identified for 
each problem area of focus. As noted by 
Gambrill (1977) specifying the treatment 
goals allows the client and counselor to 
fully understand the purpose of coun¬ 
seling, permits the counselor to assess 
whether the treatment team has the skills 
and/or resources necessary to assist the 
client in attaining specific goals, and 
guides the development and revision of 
treatment plans. 

Most treatment plans contain two 
types of goals: long-term and short-term. 
Long-term goals usually represent the 


19 



Chapter 3—Methadone Maintenance 


ultimate outcome to be achieved by 
treatment. For example, a methadone 
client who uses cocaine might desire to 
achieve total abstinence from illicit 
drugs—a long-term goal that may re¬ 
quire significant time and effort to 
achieve. Counselors have long recog¬ 
nized that a key to successfully achiev¬ 
ing long-term treatment goals is the 
ability to develop a graduated series of 
challenging, but clearly obtainable, 
short-term goals, which in principle 
should lead to attaining the desired 
long-term goal. 

In general, the most useful and mean¬ 
ingful treatment plans are those that 
emphasize the development of short¬ 
term goals. For example, for a client who 
is currently unemployed, an appropri¬ 
ate long-term goal is to find a job and 
maintain steady employment. However, 
achieving this long-term goal may take 
an uncertain and somewhat prolonged 
amount of time (several weeks or 
months). Linking the measurement of 
treatment progress to the attainment of 
long-term goals often leads to discour¬ 
agement for both the cl ient and the coun¬ 
selor. On the other hand, short-term 
goals have the distinct advantage over 
long-term goals of permitting a realistic 
daily look at treatment progress, provid¬ 
ing almost immediate feedback on goal 
achievement, and fostering a sense of 
accomplishment in both the client and 
counselor. Thus a reasonable first short¬ 
term goal for the unemployed client 
might be to ask him/her to bring to the 
next counseling session the clippings 
from the newspaper want ads section of 
one to three jobs that the client would 
like to follow-up on. You can discuss 
with the client the appropriateness of the 
job and his/her skills, etc., then work 
with the client through the application 
process. Further short-term goals that 
build on the earlier success might be to 
have the client apply for one or more jobs 
per week, then follow-up with at least 
one formal job interview within 2 to 3 
weeks. 

Introducing Treatment 
Planning 

The patient may have vague ideas 
about what is supposed to happen 
in counseling. He or she may fear the 
unknown or have negative expecta¬ 
tions based on previous counseling 
experiences in methadone treatment 
where "counseling" consisted solely 


of disciplinary actions for violating 
program rules. The manner in which 
treatment planning is introduced can 
set the tone for counseling. The box 
below contains a sample introduc¬ 
tion script, and Appendix B contains 
a sample treatment plan form. 

Important Points 

It is important that the counselor 
accomplish the following in the 
course of treatment planning: 

• Perform a needs assessment 

• Develop a plan with the patient 
after stabilization or within 
4 weeks 

• Get patient participation in treat¬ 
ment planning 


• Identify short-term and long-term 
goals and objectives 

• Select realistic strategies for goal 
attainment 

• Review the treatment plan at least 
every 90 days, note progress or 
lack of progress, and revise if nec¬ 
essary (see Ninety-Day Treatment 
Plan Review in Appendix B) 

• Consider the appropriateness of 
the dose level in treatment plan 
review (consideration of the dose 
level should not suggest that dose 
reduction must be the goal; a dose 
increase could be a more appro¬ 
priate goal where the patient is 
continuing to use illicit opiates) 


Sample Treatment Script 

The following is a script that the counselor can use in introducing treatment plan¬ 
ning. The counselor should try to convey the contents of this script in personal style 
so that it sounds natural. 

As you know, drug use and the problems that go along with drug use are 
difficult to change. It's certainly not news to you that changing behavior re¬ 
lated to drugs and other problems is a difficult task. C>ne thing we know, 
however, is that when you are faced with a difficult task, you are much more 
likely to succeed if you have a plan than if you have no plan at all. What we 
are going to do now is work together to develop a plan for your treatment 
while you are on the program. 

You and I will need to do several things in order to develop a useful plan. 
First, it is important that you and I work together to develop this plan be¬ 
cause it will serve as the blueprint for what we will be doing when you come 
to counseling over the next 6 months. It is very important then that the plan 
we develop include problems that are important to you. If your treatment 
plan only includes things I think are important, then I can tell you now that it 
probably will not be very useful. One of the things we will use to develop this 
plan is the information you provided the other day when we did the struc¬ 
tured assessment of your needs. 

The second part of developing this plan is that you and I will establish 
some goals for each of the problems you decide to work on. This is never 
easy, and what it will require is that you and I roll up our sleeves and go to 
work to try and determine reasonable long and short-term objectives for each 
problem. Basically, we will try to answer these questions: Where do you want 
to be 6 months from now regarding these problems? Where do you want to 
be in a couple of weeks? And where do you want to be tomorrow or the next 
day? 

Thus, what we are going to do today is identify problems that we will 
work on and plan your goals. It is never an easy task, but it is very important. 
Any questions? OK. Let's get started. 

Source: M.L. Dennis, J.A. Fairbank, J.M. Caddell, A.J. Bonito, K.M. Rourke, 
M.G. Woods, and J.V. Rachal (1993), Individualized substance abuse counseling 
(ISAC) manual. Research Triangle Park, NC: Research Triangle Institute (NIDA 
Grants 1-R18-DA-7262 and R01-DA-07864). 
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Counseling Issues 

This section deals with some coun¬ 
seling issues that are specific to 
methadone maintenance and sug¬ 
gests some general topics for coun¬ 
seling. General issues regarding 
counseling are discussed in Chap¬ 
ter 2. 

Frequency and Duration 
of Counseling 

There are no specific requirements 
regarding the frequency or length of 
counseling sessions. Some programs 
may have contractual obligations 
(for example, with a county drug of¬ 
fice) to provide counseling at some 
specific frequency. The counselor 
should consult with a supervisor for 
guidance. In most cases, however, 
sessions should be scheduled at least 
twice a month and should last at least 
30 minutes. A guiding principle 
should be that the frequency or 
length should not be such that the 
counseling sessions are burdensome 
or aversive to the patient. Unneces¬ 
sarily frequent or long sessions might 
engender a negative attitude toward 
counseling (which impedes the coun¬ 
seling effort). At the opposite ex¬ 
treme, sessions should not be so 
infrequent or brief as to be ineffec¬ 
tive. It is difficult to provide effec¬ 
tive input and monitor progress if 
sessions are more than a month apart 
or are merely brief “How are you 
doing?" check-ins. Such "dosing 
window" interactions may allow for 
more frequent contact, but they do 
not constitute counseling sessions. It 
is unlikely that patients would speak 
freely or in sufficient depth on many 
topics in public areas, where brevity 
and superficiality generally charac¬ 
terize conversations. 

When counseling sessions are 
scheduled less than twice a month, 
the counselor should justify this rela¬ 
tive infrequency of contact on the 


patient record. A patient who is seen 
less than twice monthly should be— 

• Abstinent from illicit drugs; 

• Not abusing alcohol; 

• Employed, in full-time education, 
or engaged full-time in homemak- 
ing activities; 

• Regularly attending the clinic; 

• Without legal problems; 

• Without significant health 
problems; 

• Making progress towards treat¬ 
ment plan goals; and 

• Attending scheduled counseling 
sessions. 

Counseling sessions should be 
more frequent during a period of cri¬ 
sis or difficulty. The counselor should 
be flexible in scheduling during such 
a time in order to accommodate the 
patient. Brief, frequent contact (per¬ 
haps scheduled at dosing time) can 
be helpful and practical during times 
when more contact is needed. 

The counselor should always write 
counseling notes soon after the ses¬ 
sion to ensure completeness and ac¬ 
curacy of records. 

Some Suggested 
Counseling Techniques 

Counseling does not have to in¬ 
volve specific techniques. It can con¬ 
sist of general or specific advice, 
information, or support related to 
treatment goals. However, some 
counseling techniques that can be 
used to attain methadone treatment 
goals more efficiently and effectively 
are contingency contracting, problem 
solving, and cognitive and behav¬ 
ioral techniques. 

Contingency Contracting 
Contingency contracting links pa¬ 
tient behavior to specific rewards, 
sanctions, or loss of privileges. The 
most common type of contract in¬ 
volves the opportunity to earn take- 
home doses if a specific goal is 
achieved within a specified time. 
Other reinforcers might be the avail¬ 


ability of additional or more favor¬ 
able dosing times, access to ancillary 
clinic services, or involvement in ad¬ 
vanced, higher-status treatment 
groups. 

The counselor can take advantage 
of the powerful incentive of take- 
homes by explicitly specifying be¬ 
havioral requirements (within those 
established by U.S. Food and Drug 
Administration and State regula¬ 
tions) for take-homes in a contract. 
For example, in addition to drug-free 
urine tests, enrollment in school or 
gainful employment could be speci¬ 
fied as conditions of take-home privi¬ 
leges. (Note that the physician 
ultimately makes a determination of 
take-home status.) Tire explicit state¬ 
ment of such requirements within a 
contract can help patient compliance. 
Appendix 15 contains a sample Take- 
Home Treatment Contract. 

Appendix B also includes a Treat¬ 
ment Contract that is not specific to 
take-homes. The format of this con¬ 
tract lends itself to the provision of 
rewards for positive behaviors. The 
counselor should take care to specify 
realistic behaviors within reasonable 
timeframes. Rewards should also be 
reasonable. Basic clinic services, such 
as counseling sessions or physician 
visits, should not be held out as con¬ 
tingent rewards. 

Contingency contracts that specify 
negative outcomes (punishment, loss 
of privileges) are not as useful as 
those involving rewards. The coun¬ 
selor should be careful not to impose 
unrealistic demands and must con¬ 
sider the general effects that impos¬ 
ing sanctions may have on the 
therapeutic relationship. An excep¬ 
tion might be a situation where treat¬ 
ment termination is a possibility. In 
this case a Probation Treatment 
Contract (Appendix B), specifying 
conditions necessary to avoid termi¬ 
nation, might be useful. Contracts 
that involve dose levels not only are 
inadvisable, but also are outside the 
realm of the counselor's activities. 
Dosing issues are a medical decision. 
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Problem Solving 

According to Fairbank et al. (1991), 
counselors in methadone mainte¬ 
nance programs— 

have long observed that individuals 
who abuse opioids and other drugs of¬ 
ten have histories of poor problem solv¬ 
ing. Frequently, drug-dependent 
individuals act impulsively when con¬ 
fronted with problems and fail to con¬ 
sider either the consequences of their 
actions or the possible range of alterna¬ 
tive solutions (O'Farrell & Langen- 
bucher, 1985). Deficits in effective 
problem solving among drug abusers 
often lead to unsatisfactory solutions, 
especially when drug or alcohol use is 
the solution for coping with problems. 
Clearly, patients who rely on drugs as a 
strategy for coping with situational and 
emotional problems are at increased risk 
for continued drug abuse and relapse 
following treatment. Relapse among 
heroin users is especially likely when 
they do not have the problem-solving 
skills necessary to cope with the stress 
of employment, family, legal, medical, 
and mental health problems, as well as 
to maintain gains made in treatment 
(Platt & Metzger, 1987). 

Components of problem-solving 
counseling include the following five in¬ 
terdependent processes: a) problem ori¬ 
entation, b) problem definition, c) 
generation of alternative solutions, d) 
decisionmaking, and e) implementation 
and monitoring. This classification has 
been adapted from D'Zurilla (1986), 
Goldfried and Davidson (1976), Nezu, 
.Mezu, and Perri (1989), and Spivak, Platt, 
and Shure (1976). 

Fairbank et al. (1991) summarize 
these processes, particularly as de¬ 
scribed by Nezu et al. (1989), as 
follows: 

• Encourage client to adopt a problem- 
solving orientation. Nezu et al. (1989) 
have suggested that you provide cli¬ 
ents with a rational orientation to 
problems in living and problem solv¬ 
ing as a means of coping effectively. 
They recommend that goals include 
encouraging adoption, by the client, 
of the following aspects of a positive 
and realistic problem-solving 
orientation: 

- accepting problems as a normal 
part of living, 

- believing in one's ability to solve 
problems effectively. 


- labeling one's experience of dis¬ 
tress as a cue that a problem exists, 

- inhibiting the tendency to respond 
automatically or impulsively and 
developing the ability to think 
things through carefully, and 

- recognizing that problem resolu¬ 
tion often entails considerable 
time and effort. 

• Help clients to objectively define prob¬ 
lems. Another important component 
of problem-solving counseling is 
helping the client to develop skills 
that will enable him/her to under¬ 
stand the problem(s) at hand. As you 
know, clients often come to metha¬ 
done programs with unspecified, 
vague, or very general complaints 
(e.g., "my nerves are shot and I need 
some help," "my old man/lady is 
driving me nuts"). The overall goal 
of this stage of problem-solving coun¬ 
seling is to teach clients to be able to 
define and formulate problems on 
their own and in a manner that per¬ 
mits the implementation of subse¬ 
quent steps. As noted by Nezu et al. 
(1989), this goal may be accomplished 
by showing the client how to do the 
following: 

- seek all available facts and infor¬ 
mation about the problem, 

- describe the facts in clear and un¬ 
ambiguous terms, 

- identify those factors that actually 
make the situation a problem, 

- differentiate relevant from irrel¬ 
evant information and objective 
facts from unverified assumptions 
and interpretations, and 

- set realistic problem-solving goals. 

• Work with clients to generate alternative 
solutions. At this stage, you work with 
the client to generate a range of pos¬ 
sible solutions to problems by using 
brainstorming techniques. 

The key aspects of brainstorming— 
quantity of ideas and deferment of 
judgment—suggest the following 
rules: 

- Generate as many ideas as 
possible. 

- Don't criticize or reject ideas at this 
stage of problem-solving. 

• Encourage clients to develop 
decision making skills. At this stage, you 
teach the client to predict which al¬ 
ternative solutions are worth pursu¬ 
ing and then to take action. Discuss 
each potential solution with the cli¬ 
ent, and encourage him/her to antici¬ 
pate the likely long- and short-term 


consequences of each alternative. In 
addition, you should urge clients to 
evaluate the usefulness of each of 
these consequences for resolving the 
problem situation. 

» Encourage clients to implement solutions 
and monitor effectiveness. Some clients 
are likely to need considerable en¬ 
couragement at this stage of problem¬ 
solving counseling, given that direct, 
proactive behavior is required. To¬ 
ward this end, the counselor should 
show the client how to engage in the 
following behaviors: 

- Urge the client to observe the con¬ 
sequences of his/her actions. 

- Train the client to match the real 
outcome of the solution against 
the expected/predicted outcome. 

- If the match is satisfactory, the 
problem has been resolved. 

- If the match is unsatisfactory, 
you and the client should re¬ 
examine each of the preceding 
steps in the problem-solving 
process to determine what to 
do next. Was the problem 
defined adequately? Were 
enough alternative solutions 
generated 7 

Cognitive and 
Behavioral Techniques 

Cognitive and behavioral tech¬ 
niques emphasize information and 
behavior change as ways of dealing 
with problems as opposed to seek¬ 
ing insight into problems or explor¬ 
ing underlying or historical causes. 
These practical, straightforward ap¬ 
proaches sometimes require that the 
counselor be directive with the pa¬ 
tient, especially with one who resists 
change or lacks insight into himself 
or herself. It may be necessary to 
prompt appropriate behavior and 
reinforce small movements toward 
positive change. Often the insight, 
motivation, or attitude changes will 
follow the behavior changes. Be¬ 
havioral techniques include the 
following: 

• Behavior rehearsal and modeling . 
This technique involves role- 
playing situations so that the pa¬ 
tient cair practice appropriate and 
effective ways of addressing dif¬ 
ficult situations. For example, the 
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counselor can assume the role of 
a drug dealer and ask the patient 
to respond to a chance meeting in 
a park. The counselor and the pa¬ 
tient can then switch roles, and the 
counselor can model effective 
ways of declining to buy drugs. 
The counselor can use this tech¬ 
nique to provide concrete direc¬ 
tion for handling a variety of 
interpersonal situations. 

• Shaping and reinforcement: "Shap¬ 
ing" refers to a learning process 
wherein small improvements or 
changes in behavior that are 
headed in the direction of a treat¬ 
ment goal are rewarded. For ex¬ 
ample, the process of shaping a 
person to get a job might involve 
initially praising the person for 
looking at want ads, then for 
bringing the ads in to discuss with 
the counselor, then for choosing 
some possible ads to call on, then 
for calling, and then finally for 
submitting an application. The 
person who is simply encouraged 
to "get a job" may not know what 
to do in order to achieve this goal. 
Breaking the task into smaller 
pieces and rewarding (praising) 
the accomplishments of each step 
toward the ultimate goal can fa¬ 
cilitate success. 

Suggested Counseling 
Topics 

Stress Management 

Addicts often use drugs to the ex¬ 
clusion of other responses to stress. 
Moreover, stress can precipitate 
withdrawal in an opiate addict. This 
stress-induced withdrawal can fur¬ 
ther reduce the likelihood of the 
addict's finding new ways to deal 
with problems. The "Recognizing 
Stress" checklist in Appendix B can 
help in identifying the presence of 
stress by looking at some of its com¬ 
mon manifestations. 

Stress management involves first 
identifying the presence of stress and 
then taking action to deal with either 


the stress or the stressful situation. 
The patient can do this with the help 
of the counselor, particularly through 
the application of problem-solving 
techniques. Other methods include 
improving personal habits (see "Lei¬ 
sure," "Diet and Nutrition," and 
"Exercise," below), discontinuing the 
use of all mind-altering chemicals, 
and working on self-relaxation 
techniques. 

Leisure 

When addicts stop using and 
drinking, they need to work at incor¬ 
porating leisure activities into their 
lives. For many, drug and alcohol use 
either has constituted leisure activi¬ 
ties or has consumed so much time 
that other activities have been impos¬ 
sible. Many long-term users have 
little leisure experience to fall back 
on and may need help with even or¬ 
dinary recreational activities, such as 
going out for a pizza, taking a walk, 
or reading a newspaper. 

The importance of staying busy in 
recovery is summarized in the 
"Staying Busy" handout in Appen¬ 
dix B. The counselor should review 
this handout with the patient to 
underscore the importance of leisure 
activities. 

Diet and Nutrition 

Most heroin addicts do not pay 
much attention to diet and nutrition. 
After entering methadone mainte¬ 
nance, many patients continue poor 
eating habits. People who are accus¬ 
tomed to using powerful drugs to 
alter the way they feel may not ini¬ 
tially appreciate the more subtle ef¬ 
fects of a healthy diet. Part of the 
change in lifestyle out of illicit drug 
use and into recovery involves let¬ 
ting go of old ways and learning new 
habits. 

To evaluate the patient's eating 
habits, the counselor should use the 
"Nutrition" handout in Appendix B 
and ask for a listing of what the pa¬ 
tient has eaten recently. The coun¬ 
selor should discuss good nutrition 


w'ith the patient and reevaluate nu¬ 
trition regularly while working to 
improve the patient's eating habits. 

Exercise 

Another aspect of a new, healthy 
lifestyle is exercise. Exercise does not 
have to involve team sports or expen¬ 
sive equipment. Taking a brisk walk 
on a regular basis can constitute an 
exercise program. Some patients re¬ 
ject the need for exercise because 
they have strenuous jobs. With such 
a patient, the counselor should point 
out that exercise is different from ex¬ 
ertion. Exercise should be enjoyable 
and stress relieving; it can help re¬ 
lease the tension of a physically de¬ 
manding job. 

The counselor should explain to 
the patient that exercise can promote 
the production of endorphins, which 
are natural morphinelike chemicals. 
A patient who has had difficulty 
during periods of opiate abstinence 
may look at the potential to increase 
endorphin levels through exercise as 
a way to prepare for and deal with 
being off methadone in the future. 

The counselor should review the 
"Exercise" handout in Appendix B 
with the patient and encourage the 
patient to engage in some sort of ex¬ 
ercise activity. The counselor should 
try "shaping" a patient who is resist¬ 
ant. Perhaps the patient will agree to 
park a block away from the clinic 
before the next counseling appoint¬ 
ment in order to take a short walk. 
The counselor should reinforce any 
small steps toward a new, healthy 
lifestyle. 

Vocational and 
Educational Activities 

Many methadone patients enter 
treatment unemployed and with 
meager employment histories. The 
counselor should address vocational 
needs during needs assessment and 
incorporate vocational counseling 
into the treatment plan. 

Some programs choose to have 
a counselor who specializes in 
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vocational training, and programs 
should develop liaisons with State 
offices for vocational rehabilitation. 
Using existing resources for voca¬ 
tional training through these offices 
can greatly facilitate this area of 
counseling. 

Problem-solving techniques can 
help the patient move through the 
process of finding potential jobs in 
want ads, making calls, and decid¬ 
ing upon where to submit applica¬ 
tions. The counselor and the patient 
can use behavior rehearsal to prac¬ 
tice telephoning to inquire about 
jobs, requesting an employment ap¬ 
plication, and interviewing for jobs. 
Rehearsal can greatly help in improv¬ 
ing the patient's skills and, as a re¬ 
sult, increase confidence and 
self-esteem. Some clinics have "job 
club" groups that incorporate these 
strategies to encourage employment 
efforts. 

In dealing with educational needs, 
the counselor should be aware of re¬ 
sources for adult education and vo¬ 
cational training. A patient who 
expresses a desire to resume educa¬ 
tional activities will often need spe¬ 
cific direction and support from the 
counselor to follow through with 
these efforts. 


Take-Home Doses 

State and Federal methadone regu¬ 
lations clearly describe requirements 
surrounding the prescription of take- 
home dosages of methadone. The 
counselor is the person primarily re¬ 
sponsible for explaining and invok¬ 
ing these regulations, and he or she 
should be familiar with take-home 
issues and communicate with ad¬ 
ministration and medical staff re¬ 
garding them. 

Take-home doses are important 
from two perspectives: 

• Diversion of methadone: There is a 
concern that methadone intended 
for a patient will be diverted to 
another person. 


• Patient incentive: Take-homes are 
a major incentive to a patient in 
methadone maintenance treat¬ 
ment. Each take-home represents 
one less early wake-up, one less 
drive through traffic, one less 
search for a parking space, and 
one less wait in a dosing line. Con¬ 
necting behavior change require¬ 
ments to take-homes encourages 
patients to attain treatment goals. 

Treatment goals related to drug 
and alcohol use are clearly related 
to take-homes, but the counselor 
also has the option of linking other 
goals to this incentive if this is 
within the program protocol. 
(Some applications of take-homes 
as incentives are discussed in 
"Contingency Contracting," 
above.) 

Explaining and Enforcing 
Take-Home Dose 
Regulations 

The counselor should explain take- 
home dose regulations to a new pa¬ 
tient during orientation. The 
counselor should explain the regu¬ 
lations in a positive manner, stress¬ 
ing the opportunity to earn 
take-homes as a result of progress 
rather than the sanctions on take- 
homes related to drug use and other 
program rule violations. The coun¬ 
selor should position himself or her¬ 
self as someone who is there to help 
the patient. 

In explaining the take-home regu¬ 
lations, the counselor must discuss 
such requirements as: 

• The need for safe storage of 
medications 

• Adherence to program require¬ 
ments and dose limitations 

• The step level schedule 

• Exceptions in cases of physical 
disability or exceptional circum¬ 
stances 

• Restriction of take-home privi¬ 
leges 

• Revocation of take-home privi¬ 
leges 


• Restoration of take-home privi¬ 
leges 

When it becomes necessary to en¬ 
force regulations, the counselor is put 
in what often is an uncomfortable 
position. The patient may feel re¬ 
jected or mistrusted and may become 
angry, or the patient may apply pres¬ 
sure on the counselor to "look the 
other way" or to give him or her one 
more chance. Professionalism is 
needed through such periods. The 
counselor should be clear that deci¬ 
sions regarding take-homes are not 
personal and are not within the 
counselor's discretion. The counselor 
should emphasize, instead, that the 
regulations are clear and that coun¬ 
selors do not make decisions, but 
rather explain the requirements. The 
counselor should then emphasize 
that he or she can help the patient in 
dealing with the problem(s) that re¬ 
sulted in the loss of or failure to earn 
take-homes. 

When a counselor overlooks a vio¬ 
lation of take-home regulations or 
inappropriately facilitates the earn¬ 
ing of take-homes, he or she may re¬ 
ceive thanks and appreciation from 
the patient but more important are 
such effects as the following: 

• Diminished respect for the 
counselor 

• Assurance of future requests for 
"special" treatment and rule 
bending 

• Negative role modeling with re¬ 
gard to honesty and fairness 

• Signals to the patient that his or 
her behavior does not carry 
consequences 

• Undermining of the rehabilitation 
process 

Exceptions 

In addition to the exceptions in 
cases of physical disability or special 
circumstances, there are exceptions 
in the case of terminal illness. In these 
exceptional conditions, the treatment 
team may be able to waive the 
take-home schedule and some 
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requirements. The counselor should 
refer to the regulations or consult 
with a supervisor or regulatory 
agency for guidance in such a case. 


Urine Testing 

Every patient in methadone main¬ 
tenance treatment is required to sub¬ 
mit a urine specimen for drug 
screening on a schedule described in 
State and Federal regulations. Urine 
samples are collected on a random 
basis and screened for methadone 
and its primary metabolite, as well 
as for morphine, codeine, amphet¬ 
amine, methamphetamine, pheno- 
barbital, and secobarbital. Other 
drugs may be screened at the 
program's discretion. Given the high 
level of cocaine and crack use, it is 
strongly advised that urine samples 
be screened at least periodically for 
cocaine. 

Rationale 

Urine testing allows several things. 
It enables the program to determine 
whether a patient has methadone in 
his or her system. Testing is a deter¬ 
rent to methadone diversion, and it 
also may uncover use of illicit or un¬ 
authorized drugs. Most importantly, 
however, testing provides the patient 
with an additional tool to prevent 
drug use. This purpose of testing is 
the most positive and usually the 
least obvious to the patient. The 
counselor should present testing to 
the patient as primarily something 
that can assist in treatment, as op¬ 
posed to a mechanism of surveillance 
necessitated by an assumption of the 
patient's dishonesty. The patient is 
out of control when he or she enters 
treatment, and the patient needs to 
impose structure around his or her 
behavior in order to stay off illicit 
drugs and move forward in the re¬ 
covery process. Urine testing is one 
aspect of this structure. 


Interpreting Urine 
Test Results 

Urine test results are usually re¬ 
ported as negative or positive. Nega¬ 
tive indicates the absence of a drug; 
positive indicates the presence of a 
drug. Positive tests for illicit drugs 
are sometimes referred to as "dirty" 
tests. Tests usually reflect the pres¬ 
ence or absence of drug use, but 
sometimes lab error or a medical con¬ 
dition can account for a test result. 
The following are some urine test 
results and their interpretations: 

• Negative for methadone and metha¬ 
done metabolite: This usually means 
that the patient has not taken 
methadone recently (within about 
3 days of the test). This result can 
also indicate that the patient has 
submitted the urine of someone 
not on methadone. 

• Positive for methadone only: This 
means that there is methadone in 
the urine specimen, but no metha¬ 
done metabolite. The methadone 
metabolite is produced by the 
body's processing of methadone. 
Methadone needs to be metabo¬ 
lized by the liver in order for the 
methadone metabolite to be found 
in the urine. This result suggests 
that some methadone was put di¬ 
rectly into the urine specimen of 
a person who had not been tak¬ 
ing methadone. A patient using 
the urine of someone who is not 
on methadone might try to make 
the specimen appear to be that of 
a person taking methadone by 
perhaps spitting a small amount 
of his or her dose into the urine 
bottle. The methadone would be 
detected in the urine specimen, 
but there would be no metabolite, 
because it would not have been 
metabolized. 

• Positive for methadone metabolite 
only: This result indicates a very 
small amount of methadone in the 
person's system. This result might 
mean that the person did not in¬ 
gest his or her dose the previous 
day or that the person is on a very 


low dose. This result should pro¬ 
mote closer supervision of dose 
ingestion by the nursing staff and 
an examination of take-home eli¬ 
gibility if the urine was collected 
following a day the patient had 
received a take-home. 

• Positive for methadone and metha¬ 
done metabolite: This indicates that 
the patient is taking methadone 
and that the patient took his or her 
dose on the day before testing. 

• Positive for morphine: Heroin is 
converted into morphine in the 
body. A morphine-positive result 
most likely indicates heroin use. 
Codeine is also metabolized into 
morphine and may result in a 
morphine-positive result. It is 
more likely, however, that the co¬ 
deine will be detected as codeine, 
or as codeine and morphine with 
codeine in greater proportion. 

• Positive for codeine: This result may 
reflect not only codeine use but 
also heroin use, because street 
heroin often contains a small 
amount of codeine. It is more 
likely that heroin will be detected 
as morphine and codeine with a 
greater proportion of morphine. 

Other test results are generally self- 
explanatory. Most drugs will be de¬ 
tected within 72 hours of use. Some 
drugs, such as marijuana, pheno- 
barbital, or phencyclidine (PCP), are 
stored in the body's fat and can be 
detected up to several weeks after 
last use. Drugs used in large quan¬ 
tity or over a long period are more 
likely to be detected for a longer time 
subsequent to use. "Qualitative" 
tests indicate the presence or absence 
of a drug or its metabolites in the 
body; "quantitative" tests indicate 
the amount of a substance in the 
body. Quantitative tests are not re¬ 
quired for methadone program urine 
screening. 

Occasionally a test will report a 
urine sample as having "low specific 
gravity." This means that the speci¬ 
men is rather "watery." This can in¬ 
dicate that the patient had drunk a 
lot of fluid just prior to the urine test 
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or that the specimen was diluted 
with water. 

Eating poppy seeds (even as little 
as a teaspoon) can result in a 
morphine-positive test. To avoid pos¬ 
sible dirty tests, the counselor should 
advise the patient against eating 
poppy seeds. 

Dealing With a Positive 
Urine Test 

An unexpected positive urine test 
is a significant event in treatment. It 
might mean that there has been an 
occasion of use, or it might indicate 
a return to chronic use. In response 
to a positive result, a number of ac¬ 
tions are necessary: 

• The counselor should reevaluate 
the period surrounding the test. 
Were there other indications of a 
problem, such as missed appoint¬ 
ments, unusual behavior, discus¬ 
sions in the treatment session or 
group, or family reports of un¬ 
usual activity? 

• The counselor should not confront 
the patient. Rather, the counselor 
should give the patient the oppor¬ 
tunity to explain the result. For 
example, "I received a positive 
test from the lab on your urine test 
from last Monday. Did anything 
happen that weekend you forgot 
to tell me about?" 

• The counselor should not get into 
a discussion about the validity of 
the results (for example, speculat¬ 
ing about whether the lab made 
an error or the bottle was mixed 
up with another patient's). The 
counselor and the patient should 
move on to other issues. 

• Regardless of the patient's expla¬ 
nation, or lack of an explanation, 
the counselor can be reasonably 
assured that there was at least one 
instance of drug use. It might be 
necessary to temporarily increase 
the frequency of testing to deter¬ 
mine the extent of use. 

Sometimes a patient will admit to 
drug use. Tire counselor should re¬ 


inforce this honesty and cite its thera¬ 
peutic importance. This interaction 
may occasionally result in admis¬ 
sions of other instances of drug use 
that had gone undetected. 

Sometimes a patient will respond 
with a partial confession of drug use 
(for example, he or she ran info an 
old connection, but did not use). A 
partial confession is often the closest 
the patient can get to actually admit¬ 
ting drug use. It is not necessary to 
elicit the entire confession, but the 
counselor may assume that there 
was drug use and move on to other 
issues. 

Occasionally, a patient will react 
angrily. Typically this reaction will 
include an accusation of lack of trust 
on the counselor's part and indigna¬ 
tion at the suggestion of drug use. 
(Such a reaction may be very con¬ 
vincing and may cause the counselor 
initially to react defensively.) The 
counselor should inform the patient 
that it is necessary to discuss the 
positive urine test result and that the 
questioning is in the patient's best 
interest. At some other time, they 
should discuss the topic of truthful¬ 
ness and the patient should have an 
opportunity to discuss the urine test 
result. 

If the patient has repeated positive 
test results, the counselor may have 
to he somewhat confrontational. 
Even if the patient denies drug use, 
the counselor must proceed as if 
there was use. The counselor's con¬ 
fidence and certainty of the result are 
critical in dealing with these situa¬ 
tions and may be instrumental in in¬ 
ducing an honest explanation of 
what has been happening. In all cases 
it is necessary to proceed with appro¬ 
priate actions regarding take-homes. 

Falsified Specimens 

Occasionally; a patient will attempt 
to conceal drug use by tampering 
with a specimen. This includes sub¬ 
mitting watered-down urine, a sub¬ 
stance (usually tapwater) other than 
urine, or sometimes someone vise's 


urine. The falsified specimen is usu¬ 
ally obvious by appearance (clear, 
lacking in yellow coloration) or tem¬ 
perature (bottle too cold to be body 
temperature) or indicated by a 
methadone-only or negative-for- 
methadone-and-methadone- 
metabolite result. At the time the 
tampering is detected, the counselor 
should take the patient into a private 
setting and ask why he or she has 
given a false sample. The patient can 
either discuss what happened or give 
another sample. If there is a recur¬ 
ring problem with a patient, it may 
be necessary to observe him or her 
giving the sample. 

A falsified specimen is an indica¬ 
tion of drug use. A patient who is 
involved with specimen tampering 
rarely admits it. This is a critical situ¬ 
ation in treatment, and it may signal 
a serious relapse. The drug use, com¬ 
bined with the concealment of the 
truth, may reflect a breakdown of the 
therapeutic process. Observing the 
patient while he or she is providing 
the specimen is a last resort in 
attempting to establish what is 
actually happening with regard to 
drug use and also to encourage 
truthfulness. 

A much less serious instance of 
urine tampering is the patient at¬ 
tempting to avoid giving the speci¬ 
men altogether. A patient who claims 
that he or she is unable to urinate ("I 
just went before I got here." "Can I 
give it to you next time?" "I just can't 
go.") or who seems overeager to get 
to the lavatory to establish an empty- 
bladder alibi may be trying to con¬ 
ceal drug use. It may be necessary to 
offer the patient water or some other 
beverage and ask him or her to wait 
until urination is possible or to return 
later the same day. If the patient fails 
to submit a specimen, it is necessary 
to proceed as though a dirty test were 
given. 

Observed Urine Samples 

Different clinics have different 
policies regarding ihe need to 
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observe urine samples. In some clin¬ 
ics, all urine samples are observed. 
In most clinics, urine samples are 
only observed in circumstances in 
which there is a suspicion that the 
sample is being altered. 

If a situation warrants observing a 
urine specimen, the counselor should 
ask a supervisor for approval and 
direction. This is an uncomfortable 
exercise, and it may be humiliating 
for the patient. The counselor should 
explain to the patient that urine 
samples are observed occasionally in 
order to establish, with certainty, the 
validity of the urine test. If the pa¬ 
tient gives hot, cold, or clear speci¬ 
mens, he or she should be told that 
there was some uncertainty about the 
recent specimen. The counselor 
should be nonaccusatory and should 
try to make the patient comfortable, 
but avoid tension-relieving jokes that 
might communicate the wrong mes¬ 
sage about the seriousness of what 
is going on. 

To observe a urine sample it is not 
necessary to literally observe urina¬ 
tion. Being in the lavatory deters the 
activities involved in falsifying a 
specimen (for example, pouring an¬ 
other liquid into the specimen bottle 
or using hot tapwater to heat up the 
specimen container). It may take 
some time before the patient is able 
or willing to urinate. The counselor 
Should not be in a hurry. The coun¬ 
selor and the patient may have to 
return to the office for more bever¬ 
ages and try again. 

It is important to view observation 
as a therapeutic activity. It may be the 
only meaningful patient-counselor 
interaction that is occurring if there 
has been an interruption of the recov¬ 
ery process. In many cases, observa¬ 
tion will move the patient back on 
track and prompt honesty. 

Observing a urine sample is a last 
resort for a patient who is struggling 
with the recovery process. If it suc¬ 
ceeds in documenting drug use and 
allows the patient and the counselor 
to begin dealing with it, it has served 
a valuable function. 


Illicit Opiate Use 

Opiates include heroin, morphine, 
codeine, oxycodone (Percodan), 
hydrocodone (Vicodin), hydromor¬ 
phine (Dilaudid), meperidine 
(Demerol), propoxyphene (Darvon), 
and pentazocine (Talwin). Patients 
sometimes continue other opiate use 
after entering treatment, or they re¬ 
lapse to opiate use during treatment. 

Indications of Use 

The primary indications of other 
opiate use are urine tests and arm 
checks. 

Urine tests 

Urine tests are discussed in "Urine 
Testing," above. 

Arm checks 

The clinic staff should perform arm 
checks periodically, particularly if 
there is a suspicion of urine tamper¬ 
ing or indications of use not reflected 
by urine tests. Nursing staff should 
perform arm checks routinely, but 
counselors should be trained by 
medical staff in recognition and in¬ 
terpretation of needle marks. An arm 
check should be performed matter- 
of-factly and requested in a non¬ 
threatening manner, for example, 
"Let's see how your arms are look¬ 
ing today." Patients are usually very 
willing to point out needle marks at 
admission in order to document evi¬ 
dence of current use. If the counselor 
has an opportunity to ask new pa¬ 
tients to see marks, he or she can ac¬ 
quire greater familiarity with needle 
marks and also find out where pa¬ 
tients tend to inject. This information 
may be useful later, when the arm 
check may be necessary to document 
heroin use. 

Old marks and scars. Old marks 
and scars are not relevant to current 
use. These scarred or discolored ar¬ 
eas are sites of past injection and re¬ 
flect long-term, heavy use. 

Fresh and recent marks. Fresh and 
recent marks appear as either pink 


or scabbed-over areas. Injections 
within 24 hours will appear as tiny 
pink dots Between 24 and 72 hours 
after injection, these dots will scab 
over. The most likely areas to observe 
needle marks are the antecubital 
spaces (the insides of the elbow, the 
"pit") and the forearms, wrists, or 
hands; less often, marks may be 
found on the feet, legs, or neck. The 
counselor normally would not per¬ 
form needle mark checks anywhere 
except the arms. 

Doing an arm check can cause the 
counselor some discomfort and can 
feel like an inappropriate personal 
intrusion. However, there are times 
when the critical issue in counseling 
is to identify drug use, and some¬ 
times the arm check is the only way 
to do so. In such a case, the arm check 
is a necessary procedure in helping 
the patient to begin dealing with 
drug use and the problems that are 
contributing to the use. 

Prescriptions 

Sometimes a patient may present 
a prescription from an outside phy¬ 
sician for a pain problem or a cough. 
The counselor should have the pro¬ 
gram physician review the prescrip¬ 
tion to adv ise on the necessity of any 
opiate-containing medication. Often 
an over-the-counter remedy or a non¬ 
opiate medication may be equally ef¬ 
fective. If the patient is seeing an 
outside physician or dentist, it may 
be helpful to provide the patient with 
an introductory letter informing the 
practitioner that the patient is on 
methadone and offering some gen¬ 
eral guidelines. A sample letter is 
shown in the box on page 28. 

Counseling Approaches 

Some counseling approaches for 
dealing with illicit opiate use have 
been presented in Chapter 2 and 
above in this chapter. Contingency 
contracting is built into methadone 
maintenance treatment by virtue of 
take-home regulations. The coun¬ 
selor should make contingencies for 


27 




Chapter 3—Methadone Maintenance 


acquiring and restoring take-homes 
clear to the patient. Other methods 
arc described in the "Illicit Alcohol 
and Other Drug Use," below. In ad¬ 
dition, it may be necessary to focus 


on general issues involving stress 
and lifestyle that might contribute to 
illicit opiate use, using the handouts 
described above in this chapter. 


Illicit Alcohol and 
Other Drug Use 

Some of the regulatory require¬ 
ments related to drug and alcohol use 
are covered in "Take-Home Doses," 


Sample Letter to Physicians and Dentists Treating Patients on 
Methadone Maintenance 


Dear Dr._ 

The bearer of this letter is a patient in a methadone main¬ 
tenance treatment program. Methadone-maintained patients 
occasionally need treatment for medical, psychiatric, surgi¬ 
cal, and dental conditions. Health professionals are not al¬ 
ways familiar with addictive disease and the various forms 
of treatment, including methadone. In some cases the reac¬ 
tion to methadone-maintained patients is based on fear, an¬ 
ger, prejudice, disgust, or other negative subjective responses, 
none of which contribute to providing quality health care. 
Many patients are reluctant to provide information to health 
professionals about their addiction and treatment with 
methadone because of previous bad experiences. The pur¬ 
pose of this letter is to describe the most common problems 
encountered and to offer any assistance we might be able to 
provide. 

Addiction is now widely accepted to be a disease or a group 
of diseases. Addictive disease can be characterized as a 
chronic, progressive, probably incurable, and often fatal dis¬ 
order. The principal diagnostic features are obsession, com¬ 
pulsion, and continued use despite adverse consequences 
(loss of control). Our program provides counseling services 
to help the patient make the life-style changes needed to ad¬ 
dress the many dimensions of this disorder. 

Methadone has been used in the treatment of opiate de¬ 
pendence for about 25 years. Its long-term administration 
has been found to be both effective and safe. Methadone- 
maintained patients develop nearly complete tolerance to 
the analgesic, sedative, and euphorigenic effects of metha¬ 
done at an established maintenance dose. Tolerance does not 
develop to the effect of preventing the onset of the abstinence 
syndrome. Methadone has a half-life in excess of 24 hours. It 
has a relatively flat blood plasma level curve that will pre¬ 
vent the onset of the abstinence syndrome for more than 
24 hours without causing any sedation, euphoria, or impair¬ 
ment of function. 

The management of pain in a methadone-maintained pa¬ 
tient is the most common problem we encounter. Because 
the patient is fully tolerant to the maintenance dose of metha¬ 
done, no analgesia is realized from the regular dose of addi¬ 
tional analgesia. Nonnarcotic analgesics should be used 
when pain is not severe, in the event of more severe pain. 


the use of opiate-agonist drugs is appropriate. The dose of 
an opiate-agonist drug may need to be increased because of 
the cross-tolerance to methadone. Also, the duration of an¬ 
algesic may be less than usual. Opiate-agonist antagonist 
drugs such as pentazocine (Talwin), butorphanol tartrate 
(Stadol), and nalbuphine hydrochloride (Nubain) should 
never be used in a methadone-tolerant person. Severe opi¬ 
ate abstinence syndrome can be precipitated by drugs of this 
type. 

The administration of opiate-agonist drugs should be 
closely supervised in terms of quantities and duration. Pre¬ 
scribing for self-administration by the patient should be 
avoided. If it is absolutely necessary to prescribe for self- 
administration, the amount should be for no more than 
24 hours and refills carefully controlled Similar precautions 
are indicated in the prescribing of sedative-hypnotic and cen¬ 
tral nervous system-stimulating drugs. The abuse potential 
of all benzodiazepines is high. 

At times admitting physicians are tempted to treat the 
opiate dependence itself. This is usually attempted by doing 
a graded reduction of methadone dose. If successful, the 
graded reduction may result in a reduction or elimination of 
the physiologic dependence, but it his no effect on the dis¬ 
ease itself, liven after the methadone treatment is discontin¬ 
ued, significant signs and symptoms of abstinence may 
persist for several weeks. The relapse rate associated with 
detoxification alone approaches 100%. A relapse to street or 
illicit drugs increases the risk of overdose, hepatitis, AIDS, 
and a host of other biomedical, psychosocial, and legal 
complications. 

Under some circumstances an intervention can be accom¬ 
plished during a hospital stay for other conditions. Such a 
process should involve experienced professionals with a 
strong emphasis on continuity of care on discharge. 

If you have any questions or concerns about our mutual 
patient in relation to methadone or drug dependence, please 
call us. We would be delighted to heir from you. 

Sincerely, 
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above. This section deals with more 
general and clinical issues in the use 
of non-opiate, illicit drugs and 
alcohol. 

Classes of Drugs 

Stimulants 

The most common stimulants are 
cocaine, crack, rock, freebase, meth- 
amphetamincs, crystal, crank, and, in 
some areas, ice. These drugs produce 
increased arousal accompanied by a 
sense of confidence and euphoria. As 
use continues over a prolonged 
binge, the user may become ir¬ 
rational, agitated, and paranoid. Pat¬ 
terns of use can vary from occasional 
weekend use to binges lasting sev¬ 
eral days. The stimulant user may 
appear at the clinic in a state of hy¬ 
peractivity, agitation, or exhaustion. 
A patient with extreme stimulant 
addiction may miss dosing due to 
exhaustion or an inability to inter¬ 
rupt a binge episode. 

Stimulants, particularly cocaine, 
can be used in combination with 
heroin (speedball). They can be 
snorted, injected, smoked, or eaten. 
Because there is no built-in overdose 
limit (as with heroin) to the amount 
of stimulants that a person can take, 
users often ingest large amounts over 
long periods of time. If they are us¬ 
ing intravenously, this results in nu¬ 
merous injections and increased risks 
of the medical consequences associ¬ 
ated with intravenous drug use. 

Indications of use. Indicators of 
stimulant use include urine tests that 
arc positive for cocaine or amphet¬ 
amine; weight loss; numerous needle 
marks; exhausted appearance; 
missed clinic appointments; hyper¬ 
activity; talkative, agitated, or para¬ 
noid behavior; and increased 
financial, vocational, or relationship 
problems. 

Stimulant addiction. Heroin ad¬ 
dicts often presume that an addiction 
only exists if the user needs to take a 
drug all of the time. Because the pat¬ 
tern of addiction associated with 


stimulant use need not involve un¬ 
interrupted drug taking in order to 
avoid withdrawal, it is common for 
opiate addicts to deny addiction. 
Stimulant addiction is characterized 
by regular episodes of out-of-control 
use despite increasing negative con¬ 
sequences associated with use. (This 
type of addiction is discussed in 
"Episodic Chemical Dependencies," 
below.) 

Interactions with methadone. 

There are no interactions between 
stimulants and methadone, but the 
person using stimulants runs the risk 
of developing a separate, new addic¬ 
tion that would not be helped by 
methadone. 

Sedatives, Hypnotics, 
and Tranquilizers 

Sedatives, hypnotics, and tranquil¬ 
izers are generally called downers. 
They are usually prescription drugs 
designed to reduce anxiety or facili¬ 
tate sleep. When abused, they induce 
a sedated, intoxicated state that may 
eventually result in sleep. The most 
commonly abused drugs in this class 
are the benzodiazepines (Valium, 
Xanax, Ativan, Halcion, Dalmane, 
Restoril, and others), barbiturates 
(phenobarbital, Seconal, Nembutal, 
Fiornal, Tuinal), and sleeping pills, 
such as Placidyl, Doriden, quaaludes 
(no longer legally available in the 
United States through prescription), 
and chloral hydrate. All are normally 
taken in pill form, but they can some¬ 
times be injected. 

Patterns of use can vary from oc¬ 
casional use to physical addiction. 
An addiction to these drugs would 
not be alleviated through metha¬ 
done. They are not in the same class 
of drugs with opiates, and an opiate 
addict could develop a second addic¬ 
tion to these drugs. 

Indications of use. Indications of 
sedative and hypnotic use include 
urine tests positive for benzodiaz¬ 
epines or barbiturates, intoxicated 
appearance without the odor of al¬ 
cohol (or with a negative breath al¬ 


cohol test), and, in some cases, com¬ 
plaints or anxiety and insomnia 
coupled with requests to see the pro¬ 
gram physician or coupled with pre¬ 
scriptions from outside physicians. 

Sedative-hypnotic addiction. Ad¬ 
diction to sedative and hypnotic 
drugs is similar to opiate addiction, 
in that there is a physical addiction 
resulting in a need to maintain 
enough of the drug in the system at 
all times to avoid physical with¬ 
drawal. The consequences of an 
abrupt discontinuation of these 
drugs can be a life-threatening with¬ 
drawal syndrome, including sei¬ 
zures. Medical intervention is always 
necessary in a case of addiction to 
any of these drugs. The counselor 
should never advise a patient ad¬ 
dicted to any of these drugs to stop 
on his or her own. Short of physical 
addiction, the patient may have a 
dependency upon these drugs, re¬ 
sulting in periodic intoxication or 
abuse associated with access to the 
drug. 

Interactions with methadone. Be¬ 
cause sedative and hypnotic drugs 
depress the heart rate and breathing, 
as does methadone, there is an in¬ 
creased risk of overdose from com¬ 
binations of sedative and hypnotic 
drugs with methadone. A tolerable 
amount of Valium, for example, for 
a person not on methadone may be 
a dangerous amount for the same 
person on methadone. 

Marijuana and 
Other Hallucinogens 

Hallucinogens include marijuana, 
hashish (hash), lysergic acid 
diethylamide (LSD), ecstasy, peyote, 
and mushrooms. Both patients and 
treatment staff have historically 
downplayed the significance of the 
use of these drugs. Opiate addicts 
and staff often fail to see significant 
detrimental effects resulting from use 
of hallucinogens, and staff who use 
these drugs themselves are likely to 
feel uncomfortable addressing their 
use by patients. However, there are 
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detrimental effects related to the use 
of these drugs, ranging from addic¬ 
tion to impairment of functioning to 
impedance of the achievement of a 
higher quality of life. 

Indications of use. Indications of 
hallucinogen use include urine tests 
positive for THC (tetrahydrocanna¬ 
binol, the active ingredient in mari¬ 
juana and its derivatives), bloodshot 
eyes and the odor of marijuana, un¬ 
usual behavior, and expressions of 
strange ideas. Urine tests will detect 
THC, but they will not detect other 
hallucinogen use. 

Marijuana abuse. The daily mari¬ 
juana or hash smoker will experience 
a withdrawal syndrome character¬ 
ized by roughly 30 days of irritabil¬ 
ity, insomnia, and craving upon 
discontinuation of the drug. More¬ 
over, after discontinuing for 30 to 
60 days, the marijuana user is likely 
to become aware of the cognitive im¬ 
pairment and reduced motivation 
associated with chronic marijuana 
use. 

Interaction with methadone. 
There does not appear to be any in¬ 
teraction between methadone and 
hallucinogens. 

Other Drugs 

PCP and "designer" drugs are also 
an issue for the methadone mainte¬ 
nance treatment patient. 

PCP. PCP (phencyclidine, angel 
dust, sherms, or sometimes inaccu¬ 
rately called THC) affects the user at 
different times as a stimulant, a 
hallucinogen, an analgesic, or a seda¬ 
tive. Although the strange hallucino¬ 
genic effects accompanied by 
violence are most commonly re¬ 
ported by the media, the PCP addict 
usually reports stimulant effects and 
uses in a pattern similar to that of the 
stimulant addict. However, although 
the PCP withdrawal syndrome is 
very similar to that of stimulants, it 
does produce a variety of other ef¬ 
fects unlike those of stimulants. PCP 
can be snorted, smoked, eaten, or in¬ 
jected. It is fat soluble, so it takes a 
prolonged period to leave the body 


and will show up in the urine for sev¬ 
eral weeks following chronic use. 

Designer drugs. Designer drugs 
are synthetically manufactured sub¬ 
stances that mimic other drugs (for 
example, synthetic opiates) or pro¬ 
duce new effects (for example, ec¬ 
stasy). These may not be detected 
through urine screening, but they 
may produce effects similar to those 
of known substances. If the effects of 
a designer drug mimic those of opi¬ 
ates, then approaches to their use 
should be similar to approaches to 
the use of known opiates. 

Alcohol 

Alcohol use is often a problem with 
methadone patients. There is a 
widely held misconception that 
methadone increases alcohol use. 
However, Anglin et al. (1989) have 
found that increased alcohol con¬ 
sumption is associated with periods 
of not using heroin, rather than with 
using methadone. Programs have 
often been inappropriately tolerant 
of patients' drinking because alcohol 
does not show up on urine screens, 
because it is legal, because "it's bet¬ 
ter than using heroin," or because of 
staff's own use of alcohol. However, 
detection of alcohol use by metha¬ 
done patients is essential, because 
the combination of methadone and 
alcohol can be very toxic to the body. 

Patterns of alcohol use can range 
from occasional episodes to daily 
heavy drinking. Dependence can 
vary from periodic use that cannot 
be controlled, moderated, or stopped 
to physical dependence that cannot 
be stopped without significant and 
dangerous withdrawal. 

Indications of use. Indications of 
alcohol use include a sedated, intoxi¬ 
cated appearance, alcohol odor, and 
a positive breath test for alcohol. It 
is highly advisable that the counselor 
use a breath analyzer to determine 
irrefutably whether a patient is un¬ 
der the influence of alcohol. Pro¬ 
grams can improve treatment by 
randomly breath testing all patients 
weekly and breath testing known 


alcohol-abusing patients before each 
dose. Standard explanations that pa¬ 
tients offer for positive breath in¬ 
clude the following: 

• "1 just used some mouthwash." 
Mouthwash with alcohol will re¬ 
sult in a positive breath test if the 
test is given very shortly (less than 
15 minutes) after the mouthwash 
is used. However, rinsing out the 
mouth with water will eliminate 
this test result. 

■ "f used Nyquil" (or other cold medi¬ 
cine with alcohol). An ingestion of 
Nyquil or a similar cold medicine 
within an hour or two before 
breath testing may result in a low 
positive test. Patients should be 
advised against these medications 
and reminded that only very low 
readings can be explained by 
these cold medicines. 

• "1 only had a couple of beers." The 
level of the breath test result is re¬ 
lated to both the amount and the 
recency of drinking. "Only a 
couple of beers" would account 
for a relatively low reading if the 
drinking occurred more than 
2 hours before testing. An admis¬ 
sion of any drinking before morn¬ 
ing dosing brings the question of 
alcoholism into the picture. 

Generally, the excuses can be ig¬ 
nored. The counselor should closely 
monitor the patient for further evi¬ 
dence of drinking. It is not necessary 
to explicitly reject the patient's ex¬ 
cuses, hut the counselor should con¬ 
sider the possibility that the patient 
has a drinking problem and should 
institute intensified monitoring. 

Indications of addiction. Physical 
addiction to alcohol is characterized 
by a need to maintain alcohol in the 
system to prevent physical with¬ 
drawal. As with sedatives and 
hypnotics, abrupt discontinuation of 
alcohol can be dangerous in cases of 
physical addiction; medically super¬ 
vised withdrawal is necessary in 
these cases. Repeated positive 
breath alcohol tests, particularly in 
the morning, indicate physical 
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addiction. The Alcohol Intake 
Prescreening Instrument to assess 
physical dependency is included in 
Appendix B. 

Interaction with methadone. As 
with sedatives and hypnotics, there 
is an increased risk of overdose due 
to the combined depressant effects of 
alcohol and methadone. Similarly, a 
patient may develop a dual addic¬ 
tion to alcohol and opiates. Alcohol 
interferes with the metabolism of 
methadone. A patient who is drink¬ 
ing may be either overmedicated or 
sick as a result. Because alcohol ini¬ 
tially slows down the breakdown of 
methadone, the patient may feel se¬ 
dated, as if the dose were higher than 
it actually is. However, after a while 
the metabolism of the methadone 
will be speeded up due to air increase 
in liver enzymes caused by alcohol 
This will result in a feeling of the dose 
being lower than it actually is or of 
its wearing off prematurely. Patients 
who abuse alcohol are often moti¬ 
vated to reduce or stop drinking 
when they are told that the alcohol 
is, in effect, lowering the dose of 
methadone. 

Episodic Chemical 
Dependencies 

Heroin addicts have no trouble un¬ 
derstanding physical addiction. 
They have experienced tissue depend¬ 
ence with opiates and can recognize 
the same sort of addiction when it oc¬ 
curs with other substances, such as 
Valium or alcohol. However, they are 
often reluctant to describe chemical 
dependencies that are less than tis¬ 
sue dependent as being addictions or 
even problems. The counselor needs 
to be clear on the nature of episodic 
chemical dependencies in order to 
avoid minimizing a patient's prob¬ 
lems and inadvertently participating 
in the patient's erroneous thinking. 

The key factor in the patient's mini¬ 
mizing of episodic drug or alcohol 
use is in the statement, "But I don't 
need to use (or drink) all the time," 
or "J only use (or drink) on the week¬ 


ends." Drug problems are under¬ 
stood to be like heroin addiction or 
else they are not actually problems. 

It is important to help the patient 
identify the existence of problems as¬ 
sociated with episodic drug or alco¬ 
hol use. A useful approach is to 
examine the consequences of the 
drug or alcohol use and to probe the 
patient's attitude about the use. For 
example, does the patient sometimes 
wish that he or she was not using a 
particular substance, but then at 
other times rationalize "one more 
time"? 

To determine whether there is a 
problem, the counselor should ask 
the patient to list the positive and the 
negative consequences of use. For the 
weekend cocaine user, positives 
might include good times, euphoria, 
sex, and something to do. Negatives 
might be fatigue, job loss, relation¬ 
ship problems, being broke, para¬ 
noia, depression, and getting 
arrested. This person might be en¬ 
couraged to sec that the negatives 
outweigh the positives. 

Someone who continues to use de¬ 
spite mounting negative results is out 
of control. In this case, the addiction 
is not reflected by a need to use in 
order to avoid being sick; rather, it is 
characterized by an inability to not 
use in certain circumstances. 
Cravings mount, thinking becomes 
irrational, and using or drinking oc¬ 
curs. (The Cocaine Problem Severity 
Index (Appendix B) may be useful 
in determining the extent of a cocaine 
problem.) 

Counseling Approaches 
for Dealing With 
Non-Opiate Drug or 
Alcohol Use 

Detoxification 

In cases of physical addiction, the 
initial treatment need will be medi¬ 
cally supervised withdrawal. A pa¬ 
tient in this category should be 
referred to medical staff. The coun¬ 


selor should remain integrally in¬ 
volved with the patient throughout 
detoxification. This would involve 
helping the patient remember days 
and times of medical visits, checking 
with medical staff to monitor com¬ 
pliance and progress, and providing 
encouragement and support in daily 
counseling sessions throughout 
detoxification. Following detoxifica¬ 
tion, the counselor should provide 
monitoring and support for the 
patient's efforts to remain abstinent. 

Avoiding Triggers 

A practical, straightforward ap¬ 
proach to non-opiate drug and alco¬ 
hol problems can be very effective: 
avoiding the triggers that cause 
them. Some patients expect or pre¬ 
fer an approach that looks for the 
"real" reasons for their using or 
drinking, and counselors sometimes 
oblige. Too often, however, coun¬ 
selors lack the training to probe 
psychodynamic or family history is¬ 
sues that theoretically have resulted 
in chemical dependencies. Moreover, 
in many cases the resolution of these 
deeper issues does not result in 
changes in drug and alcohol use. 

The practical approach suggested 
above is based on the premise that 
the brain will react to drug and alco¬ 
hol triggers, craving will occur, and 
drug and alcohol use will continue. 
To help the patient, the counselor 
needs to investigate the pattern of 
use: 

• When does the use occur? 

• With whom does it happen? 

• When' does it occur? 

• What circumstances (for example, 
money, sexual arousal, anger) trig¬ 
ger cravings? 

For a weekend cocaine addict, trig¬ 
gers might be as follows: 

• When • Friday nigh t 

8 With who.ii: Friend from work 

• Where: Outside a bar 

• What circumstances: Payday, after 
three or four drinks, argument 
with wife 
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The counselor should ask ques¬ 
tions surrounding recent use and 
typical using situations. (The Exter¬ 
nal Trigger Questionnaire and the 
Internal Trigger Questionnaire are 
included inAppendix B.) After thor¬ 
oughly investigating the pattern of 
using or drinking, the counselor can 
clearly indicate the safe situations 
and the risky situations related to the 
using. 

It should be emphasized that will¬ 
power alone cannot prevent contin¬ 
ued drug or alcohol use. Because the 
brain has been affected, changes in 
behavior need to occur in order for 
changes in drug or alcohol use to 
follow. 

Relapse Prevention 

Just as drug and alcohol use occurs 
predictably, relapse can be predicted. 
The patient should be taught the con¬ 
cepts of relapse prevention. The pa¬ 
tient can learn to identify changes in 
his or her thinking, emotions, and 
behavior that signal a return to old 
ways. The idea of "recovery"—as op¬ 
posed to just not using or drinking— 
is also relevant here. The patient 
should be encouraged to try new lei¬ 
sure activities, to work on goals and 
values, to attend 12-step meetings, 
and generally to develop a higher 
quality of life. 

Handouts developed by the Matrix 
Center dealing with relapse preven¬ 
tion are included inAppendix B. The 
counselor and the patient can use the 
handouts to provide a framework for 
discussing some of the important is¬ 
sues in relapse prevention. The coun¬ 
selor should use the handouts in a 
casual rather than a formal, 
teacherlike way. The overriding mes¬ 
sage from the counselor should be 
that the counselor will help in figur¬ 
ing out ways to help the patient stay 
clean and sober. 

If relapse does occur, the counselor 
and the patient should discuss in 
detail the events leading up to it. 
Contrary to many patients' initial 
explanations, drug or alcohol use 


does not "just happen." Understand¬ 
ing how a relapse happened is the 
first step in preventing further in¬ 
stances of use. The Relapse Analysis 
Chart (Appendix B) can help the pa¬ 
tient identify the circumstances that 
led to the relapse. The patient and the 
counselor can then formulate a plan 
for preventing future relapses. The 
counselor should ask the patient 
what he or she would have done dif¬ 
ferently to prevent the relapse and 
what he or she can do in the future if 
similar circumstances occur. 

Antabuse Treatment 

Antabuse, or disulfiram, is a medi¬ 
cation sometimes used to treat alco¬ 
hol problems. When a person who is 
taking Antabuse drinks, he or she 
becomes very sick. The purpose of 
Antabuse is to prevent drinking. Be¬ 
cause the person on Antabuse knows 
that he or she will become sick, 
drinking usually stops and alcohol 
cravings diminish or disappear. 

Some patients request Antabuse 
because it helps them to not drink. 
Others may be prescribed Antabuse 
as a condition of staying on the 
methadone program because they 
are abusing alcohol. A counselor 
working with a patient who is tak¬ 
ing Antabuse needs to know some 
basic information about Antabuse 
and needs to work closely with the 
medical staff. The following are some 
basic facts about Antabuse: 

• A person must have no alcohol in 
the system before beginning 
Antabuse treatment; otherwise, 
the medication will cause sick¬ 
ness. Usually, 24 hours since the 
last drink and a negative breath 
alcohol test indicate readiness for 
Antabuse. (Some common sources 
of alcohol, apart from alcoholic 
beverages, are cold medicines, 
mouthwash, some salad dress¬ 
ings, and wine sauces if not 
cooked.) 

• If a person does not have alcohol 
in his or her system, the medica¬ 
tion usually will have no effect. 


• Some people report a metallic or 
garlic taste during the first few 
weeks of Antabuse treatment. 

• Alcohol in any form can cause a 
reaction, because Antabuse inter¬ 
rupts the metabolism, or break¬ 
down, of alcohol, resulting in a 
build up of toxins in the body. The 
severity of the reaction is related 
to the amount of Antabuse in the 
body and the amount of alcohol 
consumed. 

• The results of drinking on 
Antabuse can be severe enough to 
require medical attention. 

• Some patients fail to take the 
Antabuse regularly or plan to take 
it when they feel a need to. This 
does not work. The medication 
should be taken daily. 

• Some patients avoid taking 
Antabuse so that they can con¬ 
tinue drinking. If the counselor 
notices evidence of drinking with 
a patient who is supposed to be 
taking Antabuse, the counselor 
should notify the medical staff. 
Some patients may need to take 
their Antabuse at the dosing 
window. Still others may have 
the Antabuse mixed in with 
their methadone dose to ensure 
compliance. 

The counselor should recognize 
that Antabuse allows sobriety, but 
does not ensure "recovery." A patient 
on Antabuse should be encouraged 
to avoid alcohol-related situations 
and to explore the reasons behind his 
or her drinking, to investigate new 
ways of coping with problems, and 
to work on developing new leisure 
activities and a higher quality of life. 

Tapering Off 
Methadone 

Some patients on methadone 
maintenance will ask to be taken off 
the treatment. Brummctt et al. (1986) 
have found that "long-term opiate 
users face multiple barriers to 
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successful tapering. Many metha¬ 
done maintenance clients have not 
been drug free since adolescence, 
and by adulthood the drug use has 
had a marked impact on lifestyle, 
self-esteem, brain chemistry, and 
psychological and social functioning. 
Most clients lack confidence in their 
ability to taper successfully and fear 
losing all they have gained while on 
maintenance, including jobs, rela¬ 
tionships, money and health. Indeed, 
many attribute their current success 
and control over their lives to being 
on methadone.... Spouses and other 
family members may also fear re¬ 
lapse enough to dissuade the patient 
from tapering off." 

Many fears surrounding tapering 
off are well founded, since most pa¬ 
tients who attempt to detoxify from 
methadone are unsuccessful. It is 
important for counselors to provide 
good advice to patients who are con¬ 
sidering tapering off, to help those 
who are tapering off, and to provide 
direction to patients who are unable 
to successfully complete an attempt. 
(Much of the material in this section 
is from Brummett et al. (1986).) 

Evaluating Readiness 

A patient who expresses a desire 
to get off methadone should be 
evaluated for readiness. The timing 
of an attempt to taper off is impor¬ 
tant. Sometimes, it is better to advise 
a patient to delay until a time when 
factors that promote successful out¬ 
come are in place. The counselor 
should not automatically approach 
a desire to get off methadone as a 
good idea (only 10 to 20 percent of 
patients who taper off methadone 
achieve long-term abstinence). Get¬ 
ting off methadone too often trans¬ 
lates into getting back on heroin. 

The Tapering Readiness Inventory 
of Brummett et al. (1986) is included 
in Appendix B. The counselor should 
review this form with any patient 
who is considering tapering off. In 
discussing the Tapering Readiness 
Inventory, the counselor should 
stress that there are no assurances of 


success or failure. There are, how¬ 
ever, some indications of a greater or 
lesser likelihood of success. 

Pharmacologic Adjuncts 

Many patients benefit from addi¬ 
tional medication over the course of 
tapering off (particularly when dose 
levels go below 15 to 20 milligrams; 
most need medication to help with 
the first 7 to 14 days after the final 
methadone dose. The counselor 
should discuss the patient's tapering- 
off plans with the medical staff and 
monitor the patient's medical 
appointments. 

Preparing the Patient 

The patient and members of his or 
her family should be made aware of 
the difficulty and problems associ¬ 
ated with tapering off. Brummett et 
al. (1986) have identified the follow¬ 
ing problems and suggested ways of 
discussing each with the patient and 
his or her family: 

• Craving. Craving is an important, 
common, and dangerous problem 
with tapering. People giving up 
methadone may find that they are 
craving for a variety of substances, 
some of which they haven't wanted 
in years Drug craving is to be ex¬ 
pected. The most effective way to 
overcome craving is to develop the 
ability to deal with stress without 
using drugs before beginning a taper. 

• Anxiety. Anxiety is natural and to be 
expected. Getting off methadone is a 
big step. It's natural to worry, to feel 
unsure, even to experience a sense of 
doom occasionally. During periods of 
stress, even at high methadone 
doses, you may experience with¬ 
drawal symptoms. This is known as 
"pseudowithdrawal," and is eased 
when you relax. 

• Emotional unsteadiness. When coming 
off methadone, a person may go from 
feeling very happy to very sad in an 
instant. Thoughts may intrude them¬ 
selves into your consciousness This 
is a natural part of withdrawal, re¬ 
lated to both chemical changes and 
to the significance of the event. It is 
helpful to have a mental health pro¬ 
fessional available, like a clinic doc¬ 


tor or counselor, who can assess the 
seriousness of the mood swings and 
help you deal with them. 

• Impatience. With all that people go 
through in withdrawal, it's not sur¬ 
prising that they don’t have a great 
deal of tolerance for frustration dur¬ 
ing this time. They may seem to have 
a short fuse or not to want wait for 
anything This becomes dangerous 
only when people try to "con" them¬ 
selves by saying things like "this ta¬ 
pering is so difficult, 1 want to hurry 
up and get it over. I'm going to quit 
methadone now, rather than tapering 
off it slowly. 

• Withdrawal symptoms. Methadone is a 
longer-acting narcotic than heroin, so 
the withdrawal symptoms will not be 
as severe but they will last longer 
Every ex-addict knows what these 
involve—aches, problems with sleep, 
diarrhea, runny nose, teary eyes. To 
nonusers, these arc best compared to 
having a very bad case of the flu. 

Counseling Strategies To 
Facilitate Tapering Off 

As the dose decreases, the fre¬ 
quency of contact needs to increase. 
In a sense, the "dose" of counseling 
contact must offset the reduced dose 
of methadone. During the final 
2 weeks of tapering off, daily visits 
are advisable. Some general advice 
to patients who are tapering off in¬ 
volves learning to manage stress, 
watching diet and nutrition, and 
exercise. 

The counselor should not under¬ 
estimate his or her contribution of 
ongoing concern, empathy, and sup¬ 
port. The patient’s physical discom¬ 
fort and anxieties will increase as the 
taper proceeds, and the patient will 
need the counselor's reassurance 
and sympathetic ear. The counselor 
should give the patient a realistic 
expectation regarding the process 
and dissuade the patient from self- 
medicating with alcohol, street 
drugs, or prescription drugs ac¬ 
quired outside of the program. 

The counselor must be flexible dur¬ 
ing this time, sometimes seeing the 
patient at times when appoint¬ 
ments are not normally scheduled. 


33 



Chapter 3—Methadone Maintenance 


accepting phone calls at any time, 
and maintaining a positive focus 
throughout. It can seem as though 
the patient is “bothering" or “de¬ 
manding," but in fact he or she is 
simply seeking out help from the 
counselor instead of the connection. 
The counselor should view these 
patient contacts positively and not 
discourage them or display im¬ 
patience or annoyance in reaction to 
them. 

Monitoring Progress and 
Regulating or Aborting 
the Taper 

Withdrawal Symptom Review 

The counselor should review with¬ 
drawal symptoms regularly with the 
patient to monitor progress, discuss 
problems, and have a basis for refer¬ 
ring the patient to the medical staff. 
(The Withdrawal Rating Sheet is in 
Appendix B.) A patient who reports 
severe or persistent withdrawal 
should be advised to slow down the 
tapering-off process or possibly to 
discuss a temporary dose increase 
with the medical staff. 

Usually the counselor should dis¬ 
suade a patient who becomes im¬ 
patient and wishes to speed up the 
taper or terminate methadone to "get 
it over with." Sometimes it might be 
possible to refer the patient to in¬ 
patient detoxification or to discuss an 
abrupt discontinuation with the 
medical staff if they are equipped to 
handle this with other medications, 
such as clonidine. 

Aborting the Taper 

The counselor should advise abort¬ 
ing the taper if the patient resumes 
heroin use. Patients are frequently 
unwilling to admit to heroin use dur¬ 
ing a tapering attempt for fear that 
they will not be allowed to proceed 
with the plan. The counselor should 
emphasize that a person who is de¬ 
creasing methadone while increasing 
other opiate use is going nowhere in 


terms of a detoxification. Moreover, 
the resumption of heroin use prior 
to a total discontinuation of metha¬ 
done does not predict a successful 
postmethadone heroin abstinence. 

If a patient admits to using heroin, 
the counselor should ask to see the 
needle marks. The counselor should 
advise the patient about the danger 
of readdiction to heroin and consider 
putting the taper on hold until an¬ 
other time. If the patient insists on 
continuing the taper, the counselor 
should perform daily arm checks. If 
the counselor observes any new 
marks, he or she should inform the 
patient that the taper is not working, 
inform the medical staff, and re¬ 
assure the patient that another 
attempt can be made in the future. 

If the taper is stopped, the counselor 
and the patient should discuss the 
following issues: 

• Something has been gained from 
the attempt. The patient now un¬ 
derstands more about what is in¬ 
volved in tapering off methadone 
than he or she had previously 
known. 

• If the taper has resulted in a lower 
maintenance dose, the counselor 
should remind the patient of this. 

• They should examine what went 
wrong with the attempt. Was the 
tapering too fast? Was the patient 
not being honest about his of her 
level of discomfort? Were things 
too stressful at work or at home? 
Was there too much drug use in 
the patient's environment? 

• They should discuss a plan for 
dealing with tapering off differ¬ 
ently in light of problems with this 
attempt. 


Aftercare Issues 

The Abstinence 
Syndrome 

Patients should be prepared for a 
period of continued discomfort and 


emotional difficulty following cessa¬ 
tion of methadone. Particularly in the 
initial 30 days following the last dose, 
patients often experience weakness, 
tiredness, irritability, anxiety, or in¬ 
somnia. A continued low-level with¬ 
drawal syndrome accompanied by 
opiate cravings can be expected. The 
counselor should assure the patient 
that periods of discomfort are nor¬ 
mal and to be expected for up to 
90 days following the last dose of 
methadone. 

Naltrexone 

The patient can eliminate the risks 
and uncertainties of the post¬ 
methadone period by going on the 
opiate blocker naltrexone, an oral 
prescription medication that blocks 
the effects of opiates, making it im¬ 
possible to get “high" or readdicted. 
Naltrexone itself is not abusable or 
addictive. The counselor should in¬ 
form each patient who tapers of the 
availability of naltrexone and should 
provide the patient with written ma¬ 
terials explaining it (a Naltrexone 
Information Sheet is provided in Ap¬ 
pendix B). 

Because naltrexone provides the 
patient with pharmacologic insur¬ 
ance against becoming readdicted 
while he or she is dealing with some 
of the difficulties encountered when 
off methadone, the patient who 
makes the transition from metha¬ 
done to naltrexone may experience 
less anxiety about being off metha¬ 
done. Delivering naltrexone treat¬ 
ment is difficult, however. Few 
patients are able to successfully be¬ 
gin naltrexone treatment, and many 
do not continue with it long enough. 
A guide to naltrexone treatment is 
beyond the scope of this manual. 
However, the following are some 
key points regarding naltrexone 
treatment: 

• A period of being totally opiate 
free is necessary prior to begin¬ 
ning naltrexone. Otherwise it will 
cause a sudden severe withd rawal 
syndrome. 
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• Naltrexone is nonabusable and 
nonaddictive. 

• Naltrexone is usually taken once 
per day. 

• Naltrexone blocks all opiates, not 
just heroin. 

■ During the first several weeks off 
methadone, patients who take 
naltrexone often report feeling 
better, sooner than those not tak¬ 
ing naltrexone. 

• Patients on naltrexone generally 
report an absence of craving. 

• After a period of taking naltrex¬ 
one, many patients discontinue 
without adequate preparation. 
Patients should be warned about 
this tendency m advance. 

• Patients should commit to taking 
naltrexone for a period of at least 
6 months. 

Twelve-Step Groups 

Just as the counselor should advise 
each patient tapering off methadone 
about naltrexone, the counselor 
should also advise the patient re¬ 
garding 12-step meetings. A patient 
who has had negative experiences in 
12-step meetings while on metha¬ 
done may feel comfortable when he 
or she has discontinued methadone. 
If the clinic does not have a 12-step 
meeting onsite, the counselor should 
explain what occurs at meetings. The 
counselor should emphasize the 
need for additional support after 
methadone treatment and should 
discuss the emotional, social, and 
spiritual benefits of 12-step meetings. 
If possible, the counselor should en¬ 
list a recovering staff person who is 
or who has been involved with 
12-step meetings to talk about self- 
help to a patient who is tapering. 
Meeting directories should be avail¬ 
able at the clinic, and the patient 
should be encouraged to attend sev¬ 
eral meetings during the tapering 
period. 


Illustrative 

Vignettes 

Eligibility Criteria 

[This is a portrayal of a telephone 
conversation between a counselor 
and a patient who is looking into the 
methadone maintenance program. In 
this dialog, notice how the counselor 
helps alleviate some of the patient's 
misconceptions, provides informa¬ 
tion about requirements to facilitate 
the intake, and makes a plan for 
followup contact.) 

Counselor: Hello, can I help you? 
Patient: I want to find out about get¬ 
ting on the methadone program. 
Counselor: Do you know which pro¬ 
gram? There is a detoxification 
program and there is also metha¬ 
done maintenance. 

Patient: I've been on the detox, I 
guess it didn't work. I want to find 
out about maintenance, but I've 
heard bad things about metha¬ 
done, so I'm not sure. 

Counselor:: What have you heard? 
Patient: Well, I've heard it's harder 
to kick than heroin and that it eats 
away your bone marrow. 
Counselor: It does produce depend¬ 
ence and the withdrawal takes 
longer than heroin, but it's more 
gradual, too. If you want to get off 
methadone, you can gradually 
taper off. The rumors about "eat¬ 
ing aw'ay your bones" just aren’t 
true. People who withdraw from 
any narcotic tend to have bone 
aches, but that has nothing to do 
with the drugs destroying the 
bones. 

Patient: I don't know'—maybe it's 
just as good to keep using. I 
mean, what's the difference 
whether I'm strung out on stuff 
or on methadone? 

Counselor: There's a big difference. 
First of all, methadone is legal. You 
won't get arrested for taking 
methadone. Second, it means not 
having to use needles. That means 


much less chance of getting AIDS. 
Third, you can get medical atten¬ 
tion and counseling as part of the 
program, so you can make 
changes in your life in addition to 
stopping using heroin. Fourth, 
methadone is cheap compared 
with heroin: no more stealing and 
dealing. 

Patient: Maybe so. So how do I get 
on your program? 

Counselor: You have to have a his¬ 
tory of heroin addiction. 

Patient: That's easy. I've been a 
junkie for ID years. 

Counselor: Well, we need to have 
written proof that you've been ad¬ 
dicted for a long enough time to 
allow program admission. 

Patient: How about if my old lady 
writes a letter? She's been with me 
6 years. 

Counselor: It needs to be from a pro¬ 
gram, parole officer, or some other 
place that can document your his¬ 
tory. Did you ever kick in jail? 

Patient: Yeah, I was picked up for un¬ 
der the influence about 3 years ago 
and I did 30 days. I'm on parole 
for some other stuff now. 

Counselor: Can you ask your parole 
officer to give you a letter saying 
that you did time for "under the 
influence"? That would document 
your addiction history. 

Patient: I think so. Is that it? Do I just 
come in and get on, then? 

Counselor: Well, you’ll need to get 
the parole letter first. Then we can 
set up a time for intake. We'll need 
to see a little withdrawal on the 
morning of the intake. You don't 
need to be sick—just starting to 
feel it. Our intakes start at 7 a.m., 
so don't use after midnight and 
you'll be OK. Don't use anything 
else or drink either, or the doctor 
might not be able to give you a 
dose, OK? 

Patient: All right. What do 1 do next? 

Counselor: Call your parole officer, 
and I'll call you tomorrow at noon 
to see how you're doing. If you 
have problems, don't give up. Talk 
to me about it. I can help you. 
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Dealing With 
Alcohol Use 

[In this dialog, notice the 
nonconfrontational, caring, and in¬ 
formative way the counselor deals 
with the patient. The patient is will¬ 
ing to address the alcohol problem 
at the level of a dosing issue and the 
counselor begins dealing with it at 
this level. If drinking continues, the 
counselor will move into other pos¬ 
sible reasons concerning the drink¬ 
ing. If the counselor presses for 
"bigger" issues too soon, the coun¬ 
selor may drive the patient away and 
generate a negative feeling toward 
counseling. The counselor revises a 
treatment plan with the patient and 
schedules a subsequent contact.] 

Counselor: Hi. How's it going? 
Patient: I'm, fine. That nurse has a 
problem. 

Counselor: Well, she said she 
smelled alcohol on your breath 
again. 

Patient: That's baloney. She's always 
hassling me. 

Counselor: Let's try and clear this 
up. How about blowing in the 
Breathalyzer for me? Take a deep 
breath and blow out through the 
tube. 

[Patient instead inhales, then blows 
a short puff on the next try.] 

Counselor: Watch me. A deep breath, 
then blow it all out through the 
tube. 

[Patient complies after the evasive at¬ 
tempts. Note that the counselor does 
not confront the patient on this, but 
rather persists in explaining the right 
way. In this way the counselor avoids 
further complications that could re¬ 
sult from questioning the patient's 
motives.] 

Counselor. Let's see: it reads. 13 per¬ 
cent. The machine's saying you've 
had a few drinks today. What's 
up? 

Patient: I used some mouthwash be¬ 
fore I came in. I think it has alco¬ 
hol in it. 


Counselor: This is pretty high. You'd 
have to drink a bottle of mouth¬ 
wash for this reading. 

Patient: So I had a couple beers, big 
deal. I came here for help with 
heroin, not alcohol, anyway. This 
is starting to piss me off. 

Counselor: Let's sit down and talk. 
Can I get you some coffee? I'll ex¬ 
plain why we care about this. 

Patient: OK, OK. 

Counselor: Drinking in the morning 
to show a .13 on the breath ma¬ 
chine makes me concerned that 
you have a drinking problem. 
Drinking is even more of a prob¬ 
lem for people with a heroin his¬ 
tory, because there's usually some 
liver damage from the heroin use 
and alcohol can cause further 
damage. 

Patient: Sometimes I'm sick in the 
morning before I get my dose, so 1 
have a few beers to get over. 

Counselor: I understand, but, you 
know, the alcohol might be the 
reason you're sick in the morning. 
Alcohol can sort of cut your dose. 
It makes your system burn off the 
methadone faster. If you stop 
drinking, you might find that your 
dose holds you through the morn¬ 
ing and you won't feel a need to 
drink. 

Patient: I didn't know that. I'll see if 
it works. 

Counselor The most important con¬ 
cerns I have are about your health 
and about other problems alcohol 
can cause you. If you're drinking, 
you're not giving yourself a 
chance to benefit from this pro¬ 
gram as much as you could. 
Drinking will get in the way of 
your work, cause problems in 
your marriage, and hold you back 
from learning new ways to deal 
with your problems. I don't see in 
your record any history of drink¬ 
ing problems. Let's deal with it for 
now with regard to your dose not 
holding. 

Patient: It's the only time I drink. If 
what you say is true. I'll stop, no 
problem. 


Counselor: You know, if there is an¬ 
other positive breath test, it will 
count just like a dirty urine and 
will affect your take-homes. I'm 
going to ask the nurse to breath 
test you every day to help you 
keep from drinking, OK? 

Patient: I guess. What if I’m still sick, 
though? 

Counselor: Let’s make an appoint¬ 
ment to check in with the doctor 
this week to evaluate your dose. 1 
want to help you as much as I can 
with this. I'm going to revise your 
treatment plan to include drink¬ 
ing as a problem. The short-term 
goal is 1 week of sobriety; inter¬ 
vention will be daily breath test¬ 
ing. The long-term goal is 90 days 
of sobriety through periodic- 
breath tests, evaluation for dose 
increase or Antabuse if need be, 
and one A A meeting per week. I'll 
see you tomorrow morning, 

Patient: Thanks for the help. 
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Detoxification Program 


M ethadone detoxifi¬ 
cation is a process 
that often provides 
an entry point into 
the system of opiate 
treatment. In contrast to methadone 
maintenance, detoxification is avail¬ 
able to virtually any addict. A pro¬ 
gram that assigns a counselor to 
work specifically with patients on the 
detoxification program should select 
an experienced person for this role. 
It is unlikely that a new, inexperi¬ 
enced counselor will be able to meet 
the challenges of the detoxification 
program and maximize therapeutic 
benefits for these patients. 

Opiate 

Detoxification 

Because the abrupt cessation of the 
use of opiates by an addict results in 
an uncomfortable withdrawal syn¬ 
drome, most addicts fear stopping 
drug use. Those who do attempt to 
quit "cold turkey" are likely to return 
to opiate use during the periods of 
acute withdrawal (approximately 
2 to 4 days after the last ingestion of 
an opiate) Opiate detoxification tech¬ 
niques attempt to minimize or alle¬ 
viate the severity of withdrawal—to 
reduce the patient's need to "self- 
medicate" with illicit opiates. (The 
term "detoxification" is actually in¬ 
appropriate. According to Tipton 
and Maranda (1983), "the term is a 
misnomer stemming from a discred¬ 


ited theory that the withdrawal syn¬ 
drome was caused by toxins and that 
treatment consisted of purging the 
body of these toxins. A more accu¬ 
rate term would be 'supervised with¬ 
drawal,' since the procedure consists 
of ameliorating the withdrawal 
syndrome.") 

Use of Methadone 

Any cross-tolerant opiate can sup¬ 
press the withdrawal associated with 
the cessation of another opiate. 
Methadone is the most commonly 
used agent for detoxification. Like 
other agents, it can suppress the 
withdrawal that would otherwise 
occur when an addict stops heroin 
use. The advantages of methadone 
are that it is oral, each dose lasts 
24 hours, and the amount taken can 
be regulated precisely and reduced 
gradually over time. 

Use of Other 
Pharmacotherapies 

Although methadone is the most 
commonly used agent for detoxifica¬ 
tion, others, such as clonidine, are 
in use and still others, such as 
buprenorphine, may be added in the 
future. 

Clonidine 

Clonidine is a non-opiate medica¬ 
tion that can help in alleviating some 
withdrawal symptoms. It is not well 
received by all patients. Some report 
no significant benefits from it; others 


complain of side effects (particularly 
the feeling of having no energy and 
a dry mouth). Clonidine also has the 
effect of lowering blood pressure, 
which necessitates close monitoring 
of patients who are taking it. The 
major advantage of clonidine over 
other medications is that it can alle¬ 
viate withdrawal symptoms without 
sustaining opiate dependence. Be¬ 
cause clonidine is not an opiate, it is 
useful for helping patients get on to 
naltrexone (see " \ftercare Issues" in 
Chapter 3). Patients become tolerant 
to donidine's withdrawal-relieving 
effects after about 2 weeks. 

Buprenorphine 

A research group in the United 
States is invesligatingbuprenorphine 
under special research approval. It 
produces the euphoric effects asso¬ 
ciated v/ith opiates and also blocks 
the action of other opiates (as 
naltrexone does). It is being studied 
for use in detoxification or mainte¬ 
nance. Until it is approved by the 
U.S. Food and Drug Administration 
for opiate addiction treatment, its use 
will be restricted to specially ap¬ 
proved sites and practitioners. Occa¬ 
sionally, a patient will report 
receiving treatment from a private 
physician who uses buprenorphine. 
Unless there is approval by the Pood 
and Drug Administration, such 
"freelancing" is inappropriate. The 
counselor should advise the patient 
against receiving buprenorphine and 
should encourage the patient to seek 
help wirhin an authorized, licensed 
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setting, such as the methadone pro¬ 
gram or a research facility in the area. 

Other Approaches 

Other detoxification approaches 
have included propoxyphene 
(Darvon) and acupuncture. These 
may be useful in some cases, but their 
widespread use for detoxification 
has not been scientifically 
established. 

Goals of 

Methadone 

Detoxification 

Counselors should be aware of the 
limitations of the short-term detoxi¬ 
fication period in withdrawing pa¬ 
tients successfully from opiate 
addiction. Because many—probably 
most—patients will not proceed 
through the entire detoxification and 
into abstinence, it is important to ori¬ 
ent patients to other goals of the pro¬ 
gram. Otherwise, most patients will 
feel as though they have "failed" the 
program, and the counseling staff 
may become frustrated at patients' 
inability to become drug free. 

The detoxification program may be 
the first step in bringing an addict 
into the treatment system. The coun¬ 
selor can evaluate and advise the 
patient during a period when he or 
she is feeling physically comfortable 
and is not using heroin. The detoxi¬ 
fication program should be consid¬ 
ered successful if it helps in bringing 
the patient into the treatment proc¬ 
ess. If the patient drops out, progress 
(apart from the brief period of heroin 
abstinence) still may have been made 
if the patient became more aware of 
treatment opportunities. The patient 
may reenter treatment at some other 
time on the basis of the information 
he or she received during detoxifi¬ 
cation. Lipton and Maranda (1983) 
have said, "Detoxification seems 
most appropriate... as a preliminary 
step in the treatment process and 


should be viewed as a means of chan¬ 
neling heroin-dependent individuals 
into long-term treatment." 

Newman (1979) makes the point 
that each day of treatment is "a safe 
legal alternative to the self-adminis¬ 
tration of illicit drugs. By definition, 
this aim is achieved on the very first 
day of treatment, and on each sub¬ 
sequent day that the patient returns. 
The benefit to the individual addict 
is obvious, since each and every il¬ 
licit dose of narcotics carries with it 
a risk of morbidity and mortality; and 
the criminal activity generally 
needed to procure each dose is asso¬ 
ciated with the possibility of arrest 
and incarceration. From the perspec¬ 
tive of the community as well, there 
is a clear-cut benefit to reducing, 
even for a single day, the need of the 
addict to procure money with which 
to buy narcotics." The counselor 
should assist the patient in attaining 
goals beyond the brief cessation of 
heroin use, but the perspective of 
each day as a goal can provide the 
counselor with some basis for per¬ 
ceiving treatment as useful even 
when other goals are not met. 

Initial Contact 
With the 

Prospective Patient 

A counselor is often the person 
who makes the first contact with an 
addict seeking information about the 
program. This initial contact pro¬ 
vides an opportunity to establish a 
connection with the addict and to 
provide information regarding eligi¬ 
bility requirements (see "Criteria for 
Patient Selection," below). 

A counselor who handles tele¬ 
phone inquiries about treatment 
gives the initial impression of the 
program. The counselor must be 
courteous and sympathetic, even if 
the caller is hostile and demanding. 
The addict may be sick, desperate, 
or angry at the lack of immediate 
help. It is not uncommon for addicts 


to make such comments as, "I 
thought you people were supposed 
to help us; you don't care," or "You're 
telling me T should just keep using." 
It is important for the counselor to 
maintain professionalism, express 
sympathy for the plight of the caller, 
and offer the encouragement of help 
at the earliest opportunity. A coun¬ 
selor who responds with irritation or 
an unsympathetic attitude may 
cause the addict to form a negative 
opinion of the program. 


Intake 

Criteria for 
Patient Selection 

Fligibility for detoxification treat¬ 
ment is partly determined by the 
physician, but, as with methadone 
maintenance, the counselor can help 
in the initial screening and refer any¬ 
one who is ineligible to other treat¬ 
ment programs. There are specific 
State and Federal regulations for 
methadone detoxification. The coun¬ 
selor should refer to these regula¬ 
tions and contact appropriate 
regulatory agencies, if necessary, for 
information, assistance, or interpre¬ 
tation. The following are some 
considerations: 

• Current dependence (see Chap¬ 
ter 3) 

• Age (Federal regulations do not 
specify age requirements; States 
may impose restrictions) 

• At least 7 days since the end of the 
last detoxification 

Methadone detoxification is not 
recommended (and in some States it 
is prohibited) for pregnant women, 
particularly in the last trimester 
(month 7, 8, or 9) of pregnancy. The 
counselor should discuss methadone 
maintenance in such a case. It may¬ 
be that the woman is not aware of 
her eligibility for maintenance under 
the pregnancy option. The counselor 
should also advise a woman in the 
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last trimester of the advantages of 
being on methadone versus other 
options (detoxification, cold turkey, 
heroin use). 

Orientation to the 
Program 

Expectations 

It is important to orient patients to 
the detoxification program with re¬ 
gard to their expectations and plans 
for aftercare. The counselor should 
explain that although the goal of the 
detoxification program is to with¬ 
draw addicts from opiate depend¬ 
ency, this is usually not achieved. Tire 
counselor should stress the 
following: 

• The patient will be given every 
opportunity to withdraw 
successfully. 

• Most patients begin to experience 
withdrawal symptoms in the last 
week of the program. 

• Many patients drop out or resume 
heroin use in the last week of the 
program. 

• The patient should take advan¬ 
tage of the period of relative sta¬ 
bility during the first 2 weeks of 
the program to make plans for 
aftercare. 

• If the patient is eligible for metha¬ 
done maintenance, he or she 
might consider maintenance to 
extend the period of detoxifica¬ 
tion. For example, the patient 
could enter methadone mainte¬ 
nance with a plan of gradual ta¬ 
pering off over 90 days. 

• Counseling sessions during the 
detoxification program will focus 
on aftercare planning. 

If the patient responds negatively 
to this information (for example, "It 
sounds like this program doesn't 
work"), the counselor should empha¬ 
size that the methadone detoxifica¬ 
tion for many people can be a first 
significant step toward a new life. It 
"works" if it helps a person with¬ 
draw from opiates or if it is the first 


in a sequence of treatments that re¬ 
sult in the discontinuation of illicit 
opiates. Too narrow a definition of 
"success" leaves too much room for 
failure. Any treatment that begins or 
continues to engage addicts in the 
process of recovery is achieving a 
level of success. 

The orientation to the program 
should be brief, because the patient 
is likely to be uncomfortable and 
impatient during the intake and pos¬ 
sibly during the first 1 or 2 days of 
treatment. The counselor and the 
patient can review the orientation 
more thoroughly after program 
induction. 

Special Problems and 
Circumstances 

Many patients who enter the 
detoxification program are entering 
treatment for the first time. They may 
be suspicious, anxious, angry, fear¬ 
ful, sick, or under the influence. The 
counselor is likely to encounter dif¬ 
ficult situations that call for tact, pa¬ 
tience, or occasional outside help. 

The Person Under 
the Influence 

A counselor or intake worker who 
handles telephone inquiries about 
treatment can significantly reduce 
the frequency with which the clinic 
has to deal with persons under the 
influence of drugs or alcohol. The 
counselor or intake worker should 
make it clear during the phone call 
that the caller must show initial signs 
of withdrawal and that anyone un¬ 
der the influence cannot be admitted. 

If anyone should show up at the 
clinic under the influence, the coun¬ 
selor should see that person in a pri¬ 
vate office to explain calmly that the 
intake may need to be postponed due 
to the person's condition. If there is 
an odor of alcohol, the counselor can 
administer a breath test to help elimi¬ 
nate or abbreviate any discussion 
about the fact of alcohol in the 
person's system. If the intoxication 
is a result of alcohol or sedatives, the 


counselor should inform the patient 
that he or she cannot be under the 
influence at intake tune. If the patient 
describes a physical dependency on 
these drugs, the counselor should 
contact the medical staff to determine 
whether inpatient treatment is nec¬ 
essary or whether detoxification pro¬ 
cedures for these non-opiates need 
to be instituted along with the metha¬ 
done detoxification procedures. 

If the person appears to be under 
the influence of opiates, the coun¬ 
selor should explain the need to post¬ 
pone the intake. The counselor 
should also ask the person how long 
it has been since the last opiate use, 
and what opiate was taken, in some 
cases it might be possible to re¬ 
schedule intake later in the same day. 
For example, if the person reports in¬ 
jecting heroin 2 hours prior to a 
6:00 a.m. intake appointment, an ap¬ 
pointment in the early afternoon 
should provide time for the metabo¬ 
lism of this heroin and the onset of 
withdrawal. It may be necessary to 
involve medical staff for consultation 
in these cases. 

The Belligerent Person 

If a person is turned away for be¬ 
ing under the influence or any other 
reason, he or she can become angry 
or belligerent. The counselor's goal 
should be to calm the person and get 
him or her out of the clinic. A calm, 
apologetic, sympathetic approach 
will often soothe things. The coun¬ 
selor should not return threats. An 
intimidating, threatening response 
will likely exacerbate the situation. 

The counselor should explain the 
reason(s) for not admitting or dosing 
the person and offer sympathy for 
the circumstance. (For example: "We 
can't start a person on the program 
who is under the influence. 1 know 
how much you want to get started 
with the program and I'm really 
sorry we have to delay things a bit. 
We can start over tomorrow. Let's 
make an appointment. I’ll help you 
get the appointment and be here to 
help tomorrow.") It may be necessary 
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to repeat expressions of sympathy 
and offers of help to calm the person. 

If the person does not become 
calm, it may be necessary to seek a 
family member or friend to take him 
or her home. If this is not possible, 
the counselor should ask the person 
to leave and to call back for an ap¬ 
pointment after he or she has calmed 
down. As a last resort, it may become 
necessary to call for clinic security, 
to threaten to call the police, or to call 
the police. If circumstances reach this 
point, the counselor should call the 
program director first. The staff 
should not call the police to handle 
problems that do not involve threats 
of violence or situations of extreme 
volatility. The presence of police in 
the clinic can be very disturbing and 
may disrupt operations. By inform¬ 
ing applicants of intake requirements 
and using calm, professional action, 
the counselor can prevent many 
problems of this type. 

The Ineligible Person 

If a person does not meet eligibil¬ 
ity requirements, the counselor 
should explain the basis of ineligibil¬ 
ity, describe what conditions will al¬ 
low program entry {for example, 
calculate when the necessary time 
since the previous detoxification will 
have elapsed), or refer to other treat¬ 
ments, such as residential, drug-free, 
naltrexone programs, or self-help 
meetings. 

A pregnant woman in the third 
trimester should be strongly encour¬ 
aged to enter methadone mainte¬ 
nance. fhe counselors should 
explain the following: 

• Methadone maintenance is pref¬ 
erable to continued use of street 
drugs. 

• The cycle of heroin effects and 
heroin withdrawal is experienced 
by the fetus. Withdrawal stimu¬ 
lates uterine contractions and can 
cause fetal stress. 

» Prenatal care and advice on issues 
related to pregnancy and parent¬ 
ing are offered in maintenance 
treatment. 


Week 1 Activities 

Bonding 

The counselor has a great oppor¬ 
tunity to establish a strong bond with 
the patient during the first week of 
the program. The patient tends to 
"imprint” to those who are in con¬ 
tact with him or her during the ini¬ 
tial period of treatment. The 
counselor who helps orchestrate the 
entry and induction into treatment, 
provides support and encourage¬ 
ment during periods of discomfort, 
and checks on the patient daily be¬ 
comes a trusted and influential 
figure. 

The counselor should seize this 
opportunity to engage the new pa¬ 
tient by scheduling at least two ses¬ 
sions during the first week of the 
program. Brief check-in visits be¬ 
tween full counseling sessions are 
advisable to sustain continuity, moni¬ 
tor progress, and strengthen the 
patient-counselor bond. 

Needs Assessment 

A formal needs assessment is not 
required by the U.S. Food and Drug 
Administration regulations. How¬ 
ever, the counselor should conduct a 
needs assessment toward the end of 
the first week, to get a clearer picture 
of the patient’s problems and to fa¬ 
cilitate aftercare planning. {A Needs 
Assessment Form is provided in 
Appendix B.) 

Treatment Plan 

The counselor can use the Treat¬ 
ment Plan form provided in Appen¬ 
dix B to plan detoxification episodes. 
Some areas may not be applicable to 
the detoxification patient, and long¬ 
term goals will not be relevant to this 
program. Problems that require in¬ 
terventions beyond the scope of 
those possible during the detoxifica¬ 
tion program should be handled by 
referral to aftercare. For example, for 
short-term intervention, an appropri¬ 
ate action could be referral to metha¬ 


done maintenance or vocational re¬ 
habilitation. 

The type and frequency of coun¬ 
seling services can be indicated as a 
short-term intervention in the drug 
use problem area. All counseling 
during the detoxification should be 
on an individual basis, and at least 
two sessions should be conducted in 
the first week, and one per week in 
weeks 2 and 3. Counseling sessions 
should be at least IS minutes long. 

Counseling 
Issues— 

Weeks 1 and 2 

Accommodation of the 
Patient's Immediate 
Needs 

Particularly during the beginning 
oi the detoxification, the patient may 
be uncomfortable, irritable, and dis¬ 
interested in every tiling except his or 
her dose. The counselor must be sen¬ 
sitive to this and not push the patient 
beyond his or her ability or interest. 
"Being there,” asking how it's going, 
and engaging in general chitchat 
may be the extent of initial interac¬ 
tion. After a few days it is usually 
possible for the counselor to spend 
some extended time with the patient. 

The counselor should be flexible in 
scheduling time with the patient. It 
is not realistic to expect that the pa¬ 
tient will reliably make scheduled 
appointment times. The counselor 
should attempt to be available 
throughout all dosing hours. 

Finally, it is usually better to see a 
patient after he or she has been 
dosed. If the counseling session pre¬ 
cedes the dose, the patient may be 
edgy,uncomfortable, and distracted. 
The impression of counseling as an 
obstacle to dosing will not enhance 
the patient’s view of counseling. 
Some patients however, tend to 
avoid counseling after they have 
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received their dose. Although hold¬ 
ing the patient's dose is a way of 
ensuring the patient's physical at¬ 
tendance in a counseling session, it 
does not necessarily increase his or 
her interest, involvement, or positive 
feelings about counseling. The coun¬ 
selor should only use holding a dose 
as leverage as a last resort. 

Discussion of Goals of 
Detoxification 

The counselor and the patient 
should discuss the detoxification 
program’s primary goal of ceasing 
illicit drug use and becoming drug 
free. A patient who does not stop 
using heroin by the end of week 1 
will usually need another type of 
treatment, such as methadone main¬ 
tenance or residential treatment. The 
counselor should encourage a pa¬ 
tient who stops using to take advan¬ 
tage of this time to stop associating 
with drug-using friends, to attend to 
his or her health, and to plan for the 
period following the program. It is 
important to impress upon the pa¬ 
tient the brevity of the period in 
which methadone will effectively 
suppress withdrawal. The counselor 
should advise a patient who does not 
plan to enter methadone mainte¬ 
nance of the following: 

• The need for support, such as 
Narcotics Anonymous, to help in 
efforts to stay clean during the 
third week of the detoxification 
and afterward. 

• The expected course of the with- 
drawal syndrome following 
methadone treatment. The coun¬ 
selor should explain that with¬ 
drawal generally will return as the 
dose moves below approximately 
15 milligrams and that it will con¬ 
tinue throughout the remainder of 
the program. The counselor 
should also advise the patient that 
there may be continued discom¬ 
fort and sleep problems for about 
30 days following the last metha¬ 
done dose. 


• The infrequency of success in sus¬ 
taining abstinence following 

a 21-day detoxification without 

aggressive aftercare. 

Transition to 
Other Treatment 

The counselor and the patient 
should discuss the need to plan for 
the next step in treatment during the 
first week. The patient should not be 
pressured into a decision, but the is¬ 
sues should be brought up during 
week 1. The patient may be upset 
believing that this means that the 
program does not w'ork. The coun¬ 
selor can explain that the program 
works if it helps a person to stop us¬ 
ing illicit drugs and begin a course 
of recovery that extends beyond the 
detoxification program. 

A patient who balks at entering 
other treatment should at least be 
made aware of options. The coun¬ 
selor should provide self-help di¬ 
rectories, discuss maintenance 
eligibility requirements, give 
naltrexone information, and review 
locations and descriptions of residen¬ 
tial programs. The goal of week 1 is 
to begin to orient the patient to the 
limits of the program and introduce 
aftercare possibilities. 

AIDS Information 

It is essential that the counselor 
provide information regarding ac¬ 
quired immunodeficiency syndrome 
(AIDS) to the new patient. At intake, 
the staff should provide each patient 
with written information regarding 
antibody testing for the human im¬ 
munodeficiency virus (HIV), high- 
risk behaviors, and prevention of 
HIV transmission. The counselor and 
the patient should review and dis¬ 
cuss this information at the first rea¬ 
sonable opportunity (that is, after 
treatment has begun, and when the 
patient is sufficiently comfortable to 
listen). A counselor w'ho delays the 
discussion beyond the first week 
may miss some patients who drop 
out prematurely. 


Intravenous drug users (IVDU's) 
become infected with HIV primarily 
by sharing needles used by HIV- 
infected persons. If the virus is 
present in blood in a previously used 
needle, the person injecting with that 
needle may transmit the virus to 
himself or herself. A secondary mode 
of HIV transmission is sexual activ¬ 
ity. The counselor needs to educate 
the addict entering methadone 
detoxification about risks and about 
ways of changing high-risk behav¬ 
iors. Tor some addicts the detoxifi¬ 
cation will be a brief encounter with 
the treatment system. The counselor 
must make the most of this opportu¬ 
nity by imparting potentially lifesav¬ 
ing information. 

The following discussion of AIDS 
prevention for IVDU's is from 
Sorensen end Batki (in press): 

Salient Points to Communicate 

Drug use and unsafe sexual practices are 
the two major practices that need to be 
modified to prevent HIV transmission 
among IVDU's In both areas, abstinence 
is the most sure defense against 111V in¬ 
fection However, a "just say no" ap¬ 
proach to drugs and sex is not realistic 
for most adults. Instead, it may be help¬ 
ful for drug educators to employ a 
"levels of defense" model of AIDS pre¬ 
vention, which should communicate the 
following points: 

Drri# Use 

1. Abstinence provides the best line of 
defense against HIV infection. If one 
dues not use intravenous drugs, there 
will be no need to worry about HIV 
transmission through shared needles. 
Abstinence from alcohol and other 
drugs rr ay also reduce the likelihood 
of risky sexual activities, which are 
more l.kely to occur under the 
disinhibiting effect of drugs. How¬ 
ever, abstinence is not realistic for 
most. 

2. Don't use needles is the next best 
defense. Drugs can be taken without 
the risk of blood-to blood transmis¬ 
sion posed by needles However, for 
IVDU's this advice may be too late 
. seem naive. 
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3. Don't share needles is the next step 
in the hierarchy of risk reduction. 
IVDU's should be advised to use their 
own needles and syringes every time. 
This also applies to the "cooker" (the 
container in which drugs are mixed), 
"cotton" (a small piece of cotton wool 
used to strain out impurities while 
the drug is being drawn into the sy¬ 
ringe), and rinse water. Similarly, ap¬ 
paratuses should not be rented 
or borrowed. 

4. Clean needles before each use is the 
last line of defense. Because needles 
are in short supply and drug use is 
frequently a social activity, advising 
IVDU's not to share is not always re¬ 
alistic, and the drug user may need 
to consider this final level of defense. 
Basic research has identified materi¬ 
als that kill HIV under laboratory 
conditions. An unpublished report 
has also confirmed the efficacy of 
bleach, disinfectant, and dish¬ 
washing liquid in trials that approxi¬ 
mate real-life conditions. 

Sexual Behavior 

1. Abstinence is the best defense 
against acquiring HIV infection 
through sexual activity. This is not re¬ 
alistic for many IVDU's, particularly 
young ad ults or those who ma ke their 
living in the sex industry. 

2. Monogamy is generally a less safe 
defense, but it is reasonably effective 
for low-risk populations. IVDU's 
should understand, however, that 
even in a monogamous sexual rela¬ 
tionship, they may acquire HIV infec¬ 
tion through needle-sharing and then 
pass it on to their sexual partner. 

3. Safer sex is the final level of defense. 
Important aspects to emphasize with 
IVDU's are that they present risks to 
their sexual partners and vice versa. 
Some evidence indicates that female 
prostitutes use condoms regularly 
with their paid partners but are less 
likely to do so with their primary 
partners, who are often drug users. 

4. Information does not necessarily 
lead to behavior change. Although a 
certain threshold of knowledge may 
be necessary for change, other atti¬ 
tudes, skills, and support systems 
may be final determinants of whether 
people adopt and maintain the safe 
behaviors described here. 


5. Skills training—Drug users mav be 
particularly in need of learning and 
becoming comfortable with the new 
skills needed for safe needle use and 
safer sex. It can be helpful to divide 
each process into discrete, measur¬ 
able steps. The following steps and 
methods are used in teaching drug 
users to clean needles and use 
condoms correctly at the Substance 
Abuse Services of San Francisco Gen¬ 
eral Hospital. 

a. Cleaning needles—Materials for 
the demonstration include three 
small glasses, bleach, water, and a 
syringe. 

1. Fill a container with bleach. 

2. Fill the syringe completely 
with bleach. 

3. Empty bleach from the 
syringe. 

4. Fill the syringe completely 
again with blench. 

5 Empty the bleach again from 
the syringe. 

6. Fill a container with water. 

7. Fill the syringe completely 
with water 

8. Empty water from the 
syringe. 

9. Fill the syringe completely 
again with water. 

10. Empty water front the syringe 
again. 

b. Using condoms—Materials for 
the demonstration include a 
condom, a tube of spermicidal lu¬ 
bricant, and a large candle or other 
phallic object. 

1. Open the condom package 
without tearing the condom. 

2. Apply lubricant to the inside 
tip of the condom. 

3. Pinch the tip and roil the 
condom all the way down the 
penis. 

4. Apply lubricant to the outside 
of the condom. 

5. Afterward, hold the base of 
the penis and remove the 


condom without spilling its 
contents. 

6. Dispose of the condom with¬ 
out spilling fluids. 

The counselor should also discuss 
testing for antibody to HIV. It is be¬ 
yond the scope of this manual to dis¬ 
cuss all of tire issues surrounding 
testing. Programs should provide 
training to counselors in matters sur¬ 
rounding HIV testing and make use 
of available community resources for 
training and counseling. It may also 
be useful to designate a staff person 
as a specialist in issues regarding 
HIV testing and AIDS prevention. 

Identification and 
Assessment of Other 
Problems 

The counselor may begin to help 
the patient address other drug or al¬ 
cohol problems if the patient is not 
doing so. The counselor may have to 
refer a patient with other drug or al¬ 
cohol problems to additional chemi¬ 
cal dependency treatment if the 
patient does not plan to remain in 
methadone treatment beyond the 
period of detoxification. 

If needs assessment did not reveal 
the presence of other drug or alco¬ 
hol problems, the counselor should 
still be aware of behavioral indica¬ 
tions of problems and respond ac¬ 
cordingly (see Chapter .3). Given the 
brevity of the detoxification pro¬ 
gram, it will not be possible to pro¬ 
vide substantial assistance in dealing 
with these problems. The focus 
should be on helping the patient ad¬ 
mit the existence of a problem and 
planning for continuing care. 

Psychiatric evaluation is often part 
of the intake procedure, performed 
by medical staff or a staff psycholo¬ 
gist. If this is not the case, the coun¬ 
selor may provide assistance to the 
medical staff in bringing unusual 
patient behav ior to their attention. 
The counselor is not expected to 
make a psychiatric diagnosis, but he 
or she should be aware of some 
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behaviors that should prompt refer¬ 
ral to medical staff. 

• Suicidal references 

• Hallucinations (hearing voices, 
seeing things) 

• Delusions (unusual beliefs about 
one's own importance or plots by 
imagined enemies) 

• Thought disorder (the patient's 
words do not make sense) 

• Nonresponsiveness (the patient 
does not answer questions, will 
not make eye contact, or appears 
to be in his or her own world) 

Aftercare 
Counseling— 
Weeks 2 and 3 

The primary focus of counseling 
for most patients in weeks 2 and 3 
involves aftercare. Because most pa¬ 
tients do not successfully proceed 
through the detoxification to absti¬ 
nence, it is critical that patients plan 
for the next step in treatment at this 
time. (Appendix C contains an After¬ 
care Plan form.) 

Methadone Maintenance 

The counselor should encourage 
the patient to consider the mainte¬ 
nance program seriously, particu¬ 
larly if the patient has resumed 
heroin use or if he or she has had 
previous detoxification failures. The 
counselor can assist with determin¬ 
ing whether the patient meets eligi¬ 
bility criteria, and if the patient does, 
the counselor and the patient should 
discuss the option. If the patient ap¬ 
pears to meet requirements for an 
exception to eligibility criteria, the 
counselor should refer him or her to 
the medical staff or the program di¬ 
rector for a ruling. If the patient is 
fearful of methadone maintenance, 
the counselor should be prepared to 
answer the patient's questions and 
allay his or her concerns. The patient 
may believe that methadone addic¬ 


tion is worse then heroin addiction. 
The counselor should point out the 
contrasts between oral and intra¬ 
venous use, between medically su¬ 
pervised drug use and street drug 
use, and between high and low daily 
costs, and the counselor should re¬ 
mind the patient of increased risks 
of AIDS with heroin use. 

For a patient who has previously 
attempted detoxification, the coun¬ 
selor should stress the unlikelihood 
of achieving abstinence and encour¬ 
age a different approach to dealing 
with the addiction problem. 

The counselor should direct the 
patient through this intake process as 
quickly as possible. Long delays in 
the waiting room, unnecessary red 
tape, or a feeling of being lost in the 
system can cause a potential main¬ 
tenance patient to slip through the 
cracks and most likely return to 
heroin addiction. The counselor can 
facilitate the treatment transition. 

Naltrexone 

The counselor should advise a pa¬ 
tient who is remaining abstinent 
from other opiates to go on 
naltrexone as a followup to the 
detoxification program. The counse¬ 
lor should refer the patient to the 
medical staff for continued post¬ 
methadone detoxification and 
naltrexone induction. The counselor 
should contact the patient daily dur¬ 
ing the third week and if possible 
during the week prior to starting 
naltrexone (the week following the 
last methadone dose). (See “Nal¬ 
trexone" in Chapter 3 for more 
information.) 

Residential Treatment 

The patient may prefer live-in 
treatment as an alternative to phar¬ 
macologically supported outpatient 
treatment. The residential setting can 
provide a safe environment that 
eliminates the need for methadone 
maintenance or naltrexone. If the 
patient opts for residential treatment, 
the counselor may need to advise 


him or her of the cost, the waiting 
lists, and the counseling approaches, 
which can sometimes be intense and 
confrontational The counselor 
should discuss these issues ns well 
as the impact of residential treatment 
on the patient's personal life and 
employment. 

The counselor should set up the 
referral lo the residential program 
and follow up to ensure patient 
compliance. 

Twelve-Step Groups 

Regardless of the patient's after¬ 
care plan, the counselor should en¬ 
courage participation in 12-step 
meetings as a part of aftercare sup¬ 
port. If there is a meeting onsite, the 
counselor should urge the patient to 
attend. (Sec "Twelve-Step Groups," 
Chapter 3, for a discussion.) 

Treatment 

Termination 

There are provisions in the U.S. 
Food and Drug Administration regu¬ 
lations for terminating patients for 
absences The counselor should be 
familiar with these regulations. (The 
patient may be readmitted by the 
program physician.) It is generally 
advisable; for the counselor to call a 
patient who lias "disappeared" to 
encourage him or her to reenter the 
program In most cases, there is little 
benefit in preventing the readmission 
of such a patient into treatment. It is 
sometimes presumed that a patient 
who does not make scheduled ap¬ 
pointments is "not taking the pro¬ 
gram seriously," but the counselor 
should not forget that the patient is 
fresh off a long period of out-of 
control drug use, and sometimes ex¬ 
pectations of perfect attendance may 
not be realistic. The counselor should 
explore the reasons behind failure to 
make appointments. 
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Illustrative 

Vignettes 

Intake 

Counselor: Hi. I talked with you on 
the phone yesterday. How are you 
doing? 

Patient: Mot too good. Thanks for 
talking to me yesterday. I'm sorry 
1 copped an attitude with you. I 
wasn't feeling too good. 
Counselor: Don't worry about it. I'm 
just glad you got in. Have you 
filled out your papers? 

Patient: Yeah. It's taking a long time. 
I'm ready to go take care of my¬ 
self outside. 

Counselor: Hang on. I'll go see 
what's going on. Don’t go 
anywhere. 

Patient: OK. Thanks. 

Counselor: The doctor's finishing 
up. You'll get in next—about 
5 minutes. 1 know you're not up 
to it today but I'd like to sit down 
with you when you're feeling 
better. 

Patient: Sure. Is that doctor ready 
yet? 

Counselor: Pretty soon. Don't worry. 

I won't hold you up here. I'll check 
in arid see how you're doing to¬ 
morrow. Maybe we can meet for 
a few minutes, or if you're not up 
to it, we'll put it off until the next 
day. 

Patient: Thanks for sticking with me 
on the phone yesterday. I'll see 
you tomorrow. 

[Notice how the counselor began 
making a connection with the patient 
on the phone and continued to sus¬ 
tain contact. The counselor is sensi¬ 
tive to the patient's concern with 
getting dosed and recognizes the in¬ 
advisability of pursuing any other 
matters. However, the counselor 
does make a plan for subsequent con¬ 
tacts and establishes himself or her¬ 
self as a positive and facilitating 
factonj 


Discussion of Aftercare 
(Week 2) 

Counselor: You're looking much bet¬ 
ter this week. 

Patient: Yeah, I feel better. The dose 
is holding me now. I'm eating and 
sleeping right for the first time in 
a while. 

Counselor: That's great. Let's talk 
about your plans for after the 
detox program, OK? 

Patient: Sure, why not. 

Counselor: I'm looking at your his¬ 
tory, and I see that you've been 
here on the detox a few other times 
over the past few years. 

Patient: That's right. 

Counselor: What were you expect¬ 
ing from the program those other 
times? 

Patient: 1 was mainly just looking to 
clean up. 1 figured I could get off 
the street and maybe even stop 
using for good. To tell you the 
truth, I didn't give much thought 
at first to anything long-term. 

Counselor: How long did you keep 
coming to the program those other 
times? 

Patient: I'd usually start using again 
before the end. The dose would 
stop holding me in the last week 
sometime and I'd get sick, so I'd 
use. Pretty soon, I'd be back to my 
old habit. 

Counselor: What about this time? 

Patient: 1 really haven't thought 
about it. I'm just happy to be 
where I'm at now. 

Counselor. I understand, but maybe 
you can do better than before by 
making plans this week that could 
change the usual course of your 
detoxes. 

Patient: What kind of plans? 

Counselor: Well, have you ever 
thought about methadone 
maintenance? 

Patient: 1 don't want to get strung out 
on methadone. I've heard too 
many bad stories. 

Counselor: T.ike what? 

Patient: Like it's harder to kick than 
heroin, and it gets in your bones. 


Counselor: It's true that there are lots 
of stories, but not everything you 
hear is true. For instance, metha¬ 
done withdrawal is longer than 
heroin withdrawal, but it’s not as 
intense. It might be longer to kick, 
but not necessarily harder to kick. 
And it doesn’t "get in your 
bones." There are bone aches dur¬ 
ing methadone withdrawal just as 
there are with heroin withdrawal, 
but the aches aren't because the 
drugs are inside the bones. 

Patient: I don’t know. 1 see some of 
these people coming here for 
years and years. 

Counselor: Some people stay on 
methadone for a long time. But 
let's talk about you, not other 
people. I think it's safe to sav that 
any choice you make about what 
to do next can be weighed against 
the likelihood of readdiction to 
heroin. 

Patient: So, say I stay on for 
2 months. I'm still going to have 
to kick if I want to get off. 

Counselor: If you decide to get off, 
you can gradually taper off over 
a long period of time. You can also 
use the time you're on to get your 
life together a little bit. You can 
also stay on longer if you decide. 

Patient: OK, maybe there's some 
advantages, but I'm still addicted, 
right? 

Counselor: Yes, absolutely, but there 
are some big differences between 
the program and the street. First 
of all, methadone is legal; you're 
not going to get busted being on 
methadone. Second, you'll receive 
medical attention and counseling 
here. Third, it's affordable, par¬ 
ticularly compared with heroin. 
And finally, no needles, no getting 
AIDS. 

Patient: Maybe you’re right. Let me 
think about it. I'll let you know 
next week. 

Counselor: Do you think that's a 
good idea’’ I mean, in the past 
you've left the program in the last 
week. I don't want to be pushy, but 
there isn't much time. How about 
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if we touch base tomorrow, and 
you tell me what you've decided? 
Patient: All right. Thanks for your 
help. See you tomorrow. 

[Notice how the counselor uses the 
patient's treatment history to present 
a realistic expectation of treatment 
outcome. The counselor deals with 
the patient’s misconceptions regard¬ 
ing methadone treatment, points out 
some advantages of methadone 
maintenance, and urges a decision 
before the patient is lost to heroin 
addiction again.] 
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Chapter 5—Special Populations 


C ounselors in methadone 
programs need to be 
able to provide special¬ 
ized information and 
counseling approaches 
to patients who have special prob¬ 
lems, such as terminal illness, and 
special groups of patients, such as 
women. Regulations that are perti¬ 
nent to this chapter (for example, eli- 
gibility exceptions for pregnant 
patients and take-home-dose excep¬ 
tions for the terminally ill) have been 
discussed in Chapters 3 and 4. 

Patients Who Are 
HIV Positive 

Because intravenous drug users 
are at high risk for contracting and 
transmitting human immuno¬ 
deficiency virus (HIV), counselors 
should strongly urge patients to be 
tested for HIV. Counselors should 
receive training in pre- and posttest 
counseling as well as in dealing with 
ongoing issues with persons who test 
positive. 

The primary goal of counseling 
with a patient who is HIV positive is 
to establish behavior that reduces the 
risk of transmission to others. Factors 
that can affect behavior change are 
the patient's understanding of HIV 
transmission and his or her current 
behavior patterns. 

"Methadone Maintenance Pro¬ 
gram"—an instrument that was de¬ 
veloped by Castro (1991) to evaluate 


"AIDS preparedness" with regard to 
knowledge and beliefs, recent behav¬ 
ior, plans for behavior in the next 
month, attitudes about intravenous 
drug use and needle sharing, and 
social relations—is provided in Ap¬ 
pendix D. The counselor should re¬ 
view this questionnaire with the 
patient to point out high-risk behav¬ 
iors, assess faulty beliefs, educate die 
patient on virus transmission issues, 
and change attitudes regarding safe 
sex and intravenous drug use. To ac¬ 
complish these goals, the counselor 
must be well trained, must have ac¬ 
cess to consultation from medical 
staff or a staff specialist in HIV issues, 
and must be knowledgeable about 
community resources. 

Although it is beyond the scope of 
this manual to provide all of the in¬ 
formation necessary for counseling 
a patient who is HIV positive, the 
following are some general ap¬ 
proaches that can be helpful (see 
Batki, 1988,1990): 

• The counselor should persuade 
the patient to discontinue sharing 
needles, to reduce the risk of in¬ 
fecting others. 

• The counselor should persuade 
the patient to discontinue needle 
use, for the patient to maintain his 
or her health. 

• The counselor should encourage 
continued treatment. A patient 
who is on methadone has a better 
functioning immune system than 
a heroin addict. Most patients 
who discontinue methadone re¬ 
turn to heroin use. 


• The counselor should be flexible 
with regard to program rules and 
should be willing to accept less- 
than-ideal performance in treat¬ 
ment rather than terminate 
treatment. It may be necessary to 
weigh the public health conse¬ 
quences as well as the conse¬ 
quences to the individual patient 
in considering treatment termina¬ 
tion. If a patient is not doing as 
well as one might hope, it may be 
necessary to tolerate this perform¬ 
ance simply because the patient 
has reduced intravenous drug use 
while he or she is on methadone. 
As Batki (1988) states: "Termi¬ 
nating services to a patient who 
continues to use drugs has tradi¬ 
tionally been the final form of so- 
called limit setting that is applied 
by methadone programs. How¬ 
ever, the potential consequences of 
such measures are serious: patient 
discomfort, deterioration of 
health, and public health risks 
from unbridled needle use and 
needle sharing. Programs may 
thus be required to adopt a more 
flexible or lenient approach to the 
treatment of patients with AIDS. 
Having to compromise traditional 
drug abuse treatment values may 
be necessary, but for many clini¬ 
cians it is a bitter pill to swallow." 

• The clinic should institute groups 
of HIV-positive patients for emo¬ 
tional support and mutual en¬ 
couragement of safe and healthy 
lifestyles. 
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Critically Ill 
Patients 

With the increasing spread of AIDS 
among intravenous drug users, 
methadone programs are faced with 
the problems of providing medica¬ 
tion to people who have difficulty 
getting to the clinic. In addition, 
counselors are now dealing with is¬ 
sues of death and dying as well as 
addiction. Counselors need to be 
aware of regulatory issues in light of 
illness and of some special counsel¬ 
ing issues. (Much of the following 
has been excerpted Sorensen & Batki, 
1990.) 

Regulatory Issues 

Most of the regulatory issues sum¬ 
marized below are discussed in 
Chapter 3. 

Take-Home Doses 

The counselor should refer to State 
and Federal regulations regarding 
take-home doses as they relate to 
critical illness. For example, it is not 
necessary that the patient's clinic 
attendance be incompatible with 
employment, education, and respon¬ 
sible homemaking for the physician 
to allow an exception to the normal 
take-home schedule. The counselor 
would most likely consult with a 
supervisor or the appropriate regu¬ 
latory agency when dealing with 
these or other take-home issues rel¬ 
evant to this area. 

Patient Responsibility 

U.S. Food and Drug Administra¬ 
tion regulations require that patients 
handling methadone be "responsible 
in handling narcotic drugs." The pro- 
gram director and the physician 
must judge whether this is the case. 

Counseling Issues 

The presence of AIDS may exacer¬ 
bate some of the psychiatric dis¬ 
orders (depression, anxiety, and 


cognitive impairment) that often oc¬ 
cur in opiate addicts. 

Four common psychological problems 
in opiate addicts with AIDS or ARC 
[AIDS-related complex] who are en¬ 
rolled in methadone maintenance are de¬ 
nial, anger (with antisocial behavior), 
depression, and isolation. Denial is well- 
recognized as a defense mechanism in 
substance abuse generally, and it is of¬ 
ten exacerbated with the problems that 
accompany HIV disease. Patients can 
deny having AIDS and hide it from their 
family members and friends. Moreover, 
denial can also have as its consequence 
the refusal to accept medical treatment 
for HIV disease. Anger also appears. Pa¬ 
tients can displace anger about having 
AIDS directing it at their counselors, at 
their drug treatment, or at their AIDS 
treatment regimen. They can express this 
anger by refusing to comply with the 
prescribed treatment regimen or miss¬ 
ing appointments at the AIDS clinic. 
More overtly antisocial aspects of anger 
can also be seen among drug users. 
These can include continued drug abuse, 
the selling of medications, or threats of 
violence. Depression, already common 
among substance abusers, may be nearly 
universal among injection drug users 
with AIDS. A final common problem is 
isolation. Drug abusers with AIDS can 
feel doubly isolated: as drug users they 
already feel ostracized from mainstream 
society, and with AIDS they can be even 
further isolated by their fellow drug 
users. 

Drug abuse treatment of patients with 
AIDS or ARC requires much more flex¬ 
ibility than is customary in traditional 
substance-abuse programs. These pa¬ 
tients generally have more psychologi¬ 
cal problems than other drug users. 
Their psychological distress is notable 
for severe depression. Depression and 
hopelessness can erode motivation for 
drug abuse treatment. Consequently, 
these patients may need more time than 
others to discontinue their drug use. 

Counseling about AIDS issues is a nec¬ 
essary part of the treatment plan. Such 
counseling is different from the typical 
drug-abuse treatment in several ways. 
It may be necessary to assist patients' 
families in coping with the impact of 
HIV. In addition, interventions to help 
with grief and loss can be very impor¬ 
tant for the patients themselves, who 
may be particularly vulnerable when 
their friends or family members die. 
(Sorensen & Batki, 1990) 


Psychosocial Problems 
Influencing Risk 
Behavior 

The problems that accompany HIV in¬ 
fections are social, not just psychologi¬ 
cal. As a group, injection drug users with 
AIDS have few economic or educational 
resources. These factors make it difficult 
for a treatment program to help them 
build the self-confidence and skills 
needed to make good use of drug abuse 
treatment. 

It is a mistake to think that all drug 
users are alike; there is considerable di¬ 
versity among these patients, and treat¬ 
ment professionals need to understand 
the variations in culture, ethnicity, and 
sexual orientation that are so integral to 
understanding AIDS among drug users. 
First, African-Americans and Hispanics 
are dramatically over-represented 
among AIDS cases. In addition, men 
who report both injection drug use and 
homosexual/bisexual contact make up 
seven percent of AIDS cases. Conse¬ 
quently it is crucial to develop treatment 
programs that are culturally sensitive— 
tolerant of diversity and understanding 
of how ethnicity and gender identifica¬ 
tion intertwine with HIV risks. 

In addition, HIV-infected injection 
drug users have far greater needs than 
"healthy" addicts for social services. 
Drug abuse treatment programs tradi¬ 
tionally have had few resources to pro¬ 
vide anything but minimal social 
services, however, the minimum is not 
enough when drug abusers have AIDS. 
These patients have difficulties making 
and keeping the numerous appoint¬ 
ments with health care and social serv¬ 
ice providers. Consequently, the burden 
of care often will fall on the drug treat¬ 
ment program. (Sorensen & Batki, 1990) 

Psychosocial 

Management Approaches 
to Slowing the Spread of 
HIV 

Drug-treatment programs also face a 
growing responsibility to assist disabled 
patients with social services. These in¬ 
clude making referrals for food, shelter, 
and general assistance. In some geo¬ 
graphic areas, stand alone clinics for 
AIDS patients may be available to those 
in methadone treatment. However, 
drug-abuse treatment staff may at times 
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need to be the case managers and advo¬ 
cates for their patients, to help them gain 
access to these services in some commu¬ 
nities, drug-treatment programs may 
need to become the primary health care 
providers for their patients because of 
the shortage of these services in the com¬ 
munity. (Sorensen & Batki, 1990) 

Staff Problems 

AIDS has created a psychological cri¬ 
sis for staff in drug-treatment programs. 
They are being asked to attend to the 
physical, psychological, and social 
stressors of HIV infection among their 
patients, while their program policies 
and practices maybe counterproductive 
for coping with AIDS. In addition, they 
need to cope with their own fears of in¬ 
fection and feelings about death- This 
combination of professional stressors 
and personal helplessness creates a situ¬ 
ation that is ripe for professional burn¬ 
out. (Sorensen & Batki, 1990) 

Fear of Infection 

When a drug-abuse treatment pro¬ 
gram begins to treat AIDS, a concern is 
likely to arise about staff becoming in¬ 
fected with HIV. Program staff may be 
concerned that they will be exposed to 
HIV by drawing blood (which is clearly 
risky), and they may have other con¬ 
cerns at different levels of certitude 
about the safety of collecting samples for 
urinalysis, dispensing medications, and 
simply being near so many HIV-infected 
patients. 

Programs can manage these concerns 
by developing guidelines and providing 
training, it is important to apply clear 
infection-control guidelines derived 
from hospital universal precautions for 
handling potentially infectious body flu¬ 
ids. Staff group support sessions and in- 
service training sessions arc helpful. 
(Sorensen & Batki, 1990) 

Confidentiality Dilemmas 

Staff can be perplexed by the ethical 
binds that are posed by unclear and 
changing confidentiality regulations. 
For example, should they inform a 
patient's needle-sharing partner about a 
patient's HIV infection if the patient re¬ 
fuses to do so and continues to share 
needles? Similarly, lack of clarity may 
exist about how much information staff 
should share with other drug-abuse or 
AlDS-treatmcnt providers. Different lo¬ 


calities have different requirements 
about reporting HIV infection. 

There are no perfect solutions to these 
dilemmas. Drug-abuse treatment pro¬ 
grams must keep up to date with confi¬ 
dentiality laws and guidelines and make 
use of outside experts. Until the judicial 
and legislative systems promulgate a 
consistent set of local, state, and federal 
regulations, confidentiality will remain 
a confusing problem for drug-treatment 
staff who have patients with A [ITS or 
ARC. Counselors should always consult 
with the program manager in any case 
of uncertainty regarding confidentiality. 
(Sorensen & Batki, 1990) 


Psychiatric 

Problems 

Counselors are not expected to 
treat patients' psychiatric disorders. 
However, it is not uncommon for 
counselors to work with patients 
who have some psychiatric prob¬ 
lems. A counselor who feels that a 
patient needs a psychiatric assess¬ 
ment should refer him or her to the 
medical staff or the staff psycholo¬ 
gist. The counselor should seek con¬ 
sultation if he or she observes any 
evidence of the following: 

• Suicidal thoughts or plans 

• Extreme changes in mood 

• Extreme changes in sleep or activ¬ 
ity patterns 

• Hyperactivity 

• Paranoid thinking 

• Hallucinations 

• Unresponsiveness 

• Confusion 

In working with a patient with psy¬ 
chiatric problems, the counselor 
should focus on chemical depend¬ 
ency and "daily living" issues. Be¬ 
cause a patient with psychiatric 
problems is likely to do poorly in 
treatment, the counselor should be 
ready to spend more time and effort 
with him or her. Ongoing communi¬ 
cation with psychiatric, medical, or 
psychological staff is essential for 
good patient care. 


There is some evidence that opi¬ 
ates, such as methadone, may have 
some antipsychotic properties. A 
patient without evident psychosis 
may begin tc show symptoms as he 
or she tapers off methadone. The 
counselor should be aware of this 
possibility and provide feedback to 
medical staff. 


Women's Issues 

Pregnancy 

U.S. Food and Drug Administra¬ 
tion (and some State) regulations 
describe methadone maintenance 
treatment requirements for pregnant 
patients. The counselor should re¬ 
view these sections. The following 
are some important issues: 

• The pregnant woman should be 
under the care of an obstetrician 
or gynecologist. 

• The program physician should 
ensure that arrangements have 
been made for the addiction- 
related medical care of the patient 
and baby following birth. 

• Treatment plans should include 
these additional services: 

- Physician consultation at least 
once monthly 

- Nutritional counseling 

- Parenting training, including 
newborn care, handling, health, 
and safety 

- Family planning 

The counselor should be trained in 
nutritional, parenting, and family¬ 
planning issues or should make use 
of program specialists or community 
resources. (Appendix D provides a 
suggested pregnant-addict program 
curriculum developed by Casucci 
(1991).) 

There are some misconceptions 
that surround the issue of methadone 
and pregnancy Patients, the commu¬ 
nity, other treatment providers, and 
sometimes c-ven medical practi¬ 
tioners express strong negative 
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feelings about the use of methadone 
by pregnant addicts. Zweben and 
Sorensen (1988) state: "A tacit as¬ 
sumption of many protesters is that 
if the pregnant woman were refused 
methadone, then she might be moti¬ 
vated to become abstinent, which is 
of course preferable. The realities of 
the opiate-addicted pregnant woman 
are in fact quite different, and the 
choice is usually between use of 
street drugs and participation in a 
program." 

Some pregnant addicts are pres¬ 
sured to withdraw from opiates. 
Unfortunately, withdrawal from opi¬ 
ates can cause fetal distress, which 
can lead to miscarriage or premature 
labor. Methadone maintenance, on 
the other hand, coupled with good 
prenatal care, is generally associated 
with nonproblem delivery. Although 
fhese newborns tend to have a lower 
birth weight and smaller head 
circumference than drug-free new¬ 
borns. (hero are no apparent devel¬ 
opmental differences at 6 months of 
age (Zweben & Payte, 1990). 

Finally, with regard to the severity 
of methadone withdrawal, Zweben 
and Payte (1990) state: "Contrary to 
the impression given by television 
and other media coverage of the 
newborn abstinence syndrome, the 
withdrawal associated with mater¬ 
nal methadone maintenance is fairly 
straightforward and uncomplicated, 
it is a popular myth that methadone 
withdrawal is more severe than any 
other. In reality, because of the long 
plasma half-life, the abstinence syn¬ 
drome develops slowly, is of moder¬ 
ate intensity, and lasts a long time. 
Heroin or morphine addiction, on 
the other hand, results in a rapid on¬ 
set of a more intense withdrawal that 
is fairty brief in duration." 

The option of methadone treat¬ 
ment is sensible and usually best for 
mother and baby. The counselor 
should be supportive of this choice 
and help alleviate guilt or misgivings 
related to misconceptions. 


Sexuality 

The following is excerpted from 
Zweben (1991): 

Sexuality is a source of special con¬ 
cern. Those women who have engaged 
in prostitution often find themselves 
with troubling feelings in their sexual 
relationships with significant others Cli¬ 
nicians have noted that is not un¬ 
common for them to become involved 
in lesbian relationships, temporarily or 
permanently, in search for a more neu¬ 
tral arena of expression. 

Within heterosexual relationships, 
safety from the AIDS virus can be diffi¬ 
cult to secure A study of heterosexual 
partners of intravenous drug-abusers by 
Murphy, Brown and Primm (1988) indi¬ 
cated that women's partners were more 
likely to be another intravenous drug 
user. The counselor wishing to address 
these issues may meet with difficult ob¬ 
stacles. Talking about feelings and pref¬ 
erences with respect to sex may be 
difficult despite the range of a woman's 
previous activities and experiences. 
Many women express fears, ranging 
from rejection to beatings, if they press 
their partner to use condoms. Often the 
fear of loss is so great that women are 
not willing to risk raising the issue. 

Smith and colleagues (1982) noted a 
significant degree of concern and sexual 
dysfunction in both male and female 
heroin addicts, and recommended 
screening for all addicts and additional 
evaluation if a primary or secondary 
sexual dysfunction is discovered 
Women who chronically use high doses 
of heroin may not only see a reduction 
of sexual desire but irregular menstrual 
cycles or amenorrhea, and they may 
misinterpret this physiological effect 
(depression of pituitary hormones by the 
opiate) to mean that they are temporarily 
sterile and hence conclude there is no 
need to use contraceptives. Ralph and 
Spigner (1986) reported that only 28.8% 
of heroin-addicted women used any 
type of contraceptive, as compared to 
48.5% of a national sample. The most 
commonly cited reason for this low rate 
of contraceptive use was the confusion 
between amenorrhea and infertility. 
Also, women need to be alerted that 
methadone normalizes endocrine func¬ 
tion and menstrual periods are likely to 
resume. These issues are best addressed 
in [methadone maintenance treatment] 
clinics through a coordinated effort be¬ 
tween the medical component and coun¬ 


selor follow-up to reduce obstacles to the 
implementation i f effective contracep¬ 
tive practices. 
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T here is more to good 
treatment than indi¬ 
vidual skill and commit¬ 
ment. To function 
effectively, methadone 
program staff need to operate as a 
team. 


Working as a Team 

It is important that counselors see 
themselves as part of a coordinated 
effort. Counselors who view admin¬ 
istrative and medical components of 
treatment as separate, irrelevant, or 
antagonistic may be limiting their 
effectiveness as well as the program’s 
overall effectiveness. Good metha¬ 
done treatment requires open com¬ 
munication among all treatment 
staff, and counselors play a pivotal 
role in this regard. Throughout this 
manual there have been references to 
the need for counselors to consult 
with medical staff or to direct pa¬ 
tients to the program director as the 
need arises. Counselors can facilitate 
the addiction treatment and medical 
care of patients by communicating 
observations and patient complaints 
to the appropriate staff. 

Counselors should recognize that 
their perspective on patient issues 
may be different than that of medi¬ 
cal or administrative staff. It is im¬ 
portant to work together, even when 
there are disagreements. Ways to 
build an effective, harmonious team 
include mutual respect,communica¬ 
tion, conflict resolution, team-build¬ 
ing exercises, and case conferencing. 


Mutual Respect 

Negative, insulting or disrespect¬ 
ful references to other staff will drive 
wedges between staff and patients as 
well. Differing opinions do not re¬ 
quire that someone be right or 
wrong, good or bad. A commitment 
to uphold respect for other staff will 
help keep the focus of differences 
upon issues instead of people. The 
frustrations and stress of addiction 
treatment can sometimes lead to staff 
splitting. In worst cases, staff can 
seek to enlist the allegiance of pa¬ 
tients versus other staff. Some pa¬ 
tients sense this type of discord and 
try to manipulate staff by "taking 
sides." 

For example, a patient may com¬ 
ment: "That nurse is really terrible. 1 
don't think she knows what she's 
doing. I told her I talked to you about 
that take-home and she said you 
don't know what you're talking 
about." In such a case a counselor 
who is in the "team" mode will not 
take the bait. The counselor may 
have differences with staff regarding 
an issue, but mutual respect dictates 
a response such as, "I'm sure there's 
just a communication problem we 
can work out." A response that 
would contribute to staff splitting 
would be: "She said that? Well, she 
doesn't know what she's talking 
about. I'll give her a piece of my 
mind." If in the future this nurse 
were to tel! the counselor that the 
patient had been intoxicated at the 
dosing window, the counselor would 
have a difficult time discussing this 


with the patient. The counselor 
would have already characterized 
the nurse in terms that would dimin¬ 
ish her credibility. Consequently their 

abilitv to work as a team to deal with 
* 

this patient's problems would have 
been lost. 

Communication 

Ongoing communication in regu¬ 
lar staff meetings helps maintain co¬ 
hesion and morale. A sense of 
common purpose as well as an 
awareness of various points of view 
and priorities can arise out of open 
communication in staff meetings. 
Counselors should take the opportu¬ 
nity presented by such meetings to 
express issues and concerns and to 
listen to those of other staff. 

Conflict Resolution 

When problems develop between 
staff members, it is important to take 
constructive action to resolve differ¬ 
ences. Open and honest communica¬ 
tion is essential. The help of a 
mediating supervisor may be neces¬ 
sary. The indirect communication of 
anger through passive aggressive¬ 
ness or personal remarks is a destruc¬ 
tive pattern that can often be stopped 
through a direct expression of differ¬ 
ences and feelings. 

Team- Building Exercises 

Periodic staff activities for the ex¬ 
plicit purpose of team building may 
be helpful. The program could bring 
in consultants who specialize in these 
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exercises, or staff might choose to 
simply work on air clearing or mo¬ 
rale building. 

Case Conferencing 

A weekly meeting of clinical staff 
for the purpose of discussing patient 
issues can significantly enhance 
treatment quality. Counselors should 
not work in isolation, but rather 
should seek out help and input from 
other staff. The insights of other 
counselors or medical staff can shed 
new light on patient problems or of¬ 
fer novel approaches to deal with 
them. The treatment team should 
identify a clinical supervisor within 
the staff. This person would moder¬ 
ate these meetings, provide clinical 
direction to counselors, and gener¬ 
ally oversee the counseling compo¬ 
nent of the program. The following 
would be some of the duties of the 
clinical supervisor: 

• Supervise counselors in their clini¬ 
cal and administrative responsi¬ 
bilities 

• Facilitate the weekly supervision 
group for counselors 

• Meet weekly with each counselor 

• Do periodic evaluations of coun¬ 
selors 

In the weekly meeting with the 
clinical supervisor, counselors 
should present new cases and pa¬ 
tients with whom they are having 
difficulty. In addition, other patients 
on the counselors' caseloads should 
be included so that each patient is 
presented at least once every 90 days. 
(Appendix E contains a Case Confer¬ 
ence Presentation Outline.) 

Patient 

Management 

Rationale 

The general atmosphere of a clinic 
can contribute to or detract from the 
treatment services. The general ac¬ 


tivities in and around a clinic can 
suggest either professionalism or 
nonprofessionalism; respect or disre¬ 
gard for patients; expectations of 
courteous behavior by patients or an 
"anything goes" environment; toler¬ 
ance or intolerance of such activities 
as drug use, drug dealing, metha¬ 
done diversion, and intoxication. An 
orderly, well-managed clinic helps 
the program deliver good treatment. 
Program rules can also help in this 
regard, but enforcement of rules can 
vary. The counselor should be aware 
of program rules and, when neces¬ 
sary, enforce them. In abroad sense, 
this is therapeutic activity that helps 
establish a good context in which 
treatment can occur. 

Physical Setting 

The cleanliness, neatness, and gen¬ 
eral appearance of the clinic convey 
an attitude about tire program and 
about the patients. The physical set¬ 
ting of the clinic should reflect an 
atmosphere of professionalism typi¬ 
cal of a physician's or therapist's of¬ 
fice. Too often, methadone programs 
are in messy, cluttered, depressing 
environments that implicitly com¬ 
municate a lack of concern for pa¬ 
tients. A professional-looking, clean 
clinic says to the patient, "We care 
about you, and we want you to feel 
good about being here.” In like man¬ 
ner, the personal appearance of the 
counselor should reflect profession¬ 
alism and self-respect, which trans¬ 
lates into an expression of respect for 
patients. 

Loitering 

Patients who are on the clinic 
premises or in the parking lot should 
have a specific reason to be there. 
Patients who loiter risk becoming 
involved in activities that are not in 
their interest or the interest of the 
program. Because a methadone pro¬ 
gram is a daily meetingplace for opi¬ 
ate addicts, drug dealers sometimes 
view the program as a convenient 
marketplace. In addition, it is pos¬ 


sible that some patients on the pro¬ 
gram could be involved in dealing. 
Other activities that generally de¬ 
pend upon loitering are the buying 
and selling of urine specimens and 
take-home doses. It is impossible to 
monitor all of the activities occurring 
in and around a clinic, and it is not 
the counselor's responsibility to con¬ 
duct surveillance in order to catch 
dealers. It should be the responsibil¬ 
ity of all staff, however, to encour¬ 
age patients who arc finished with 
clinic business to go home. At best, 
patients who hang around the clinic- 
are not making good use of their 
time. Staff who see nonpatients in 
and around the clinic should ask 
them to leave or inform clinic secu¬ 
rity. All of the progress derived from 
counseling can be undone as a result 
of a program's tolerance of loitering. 
Counseling patients to leave the 
clinic immediately following dosing, 
counseling, or medical visits may be 
as important as any of the formal 
counseling efforts. 

Drug Dealing and 
Diversion 

Drug dealing or methadone diver¬ 
sion simply cannot be tolerated. A 
counselor who becomes aware of 
such activities should alert supervi¬ 
sors and consider involuntary pa¬ 
tient termination. A patient who 
regularly loiters, who seeks out other 
patients for secret conversations, 
who disappears to the parking lot 
and reappears in the waiting room, 
who "loses" or "misplaces" take- 
home bottles, who attempts to leave 
the clinic with his or her dose (either 
by not swallowing it or by spitting 
the dose back into another con¬ 
tainer), or who is seen exchanging 
unknown objects for money should 
be closely watched, confronted, or 
terminated, depending upon the in¬ 
fraction. 

A patient who is caught dealing or 
diverting may attempt to persuade 
the counselor to keep it a secret. An 
appeal can be made on the basis of 
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"friendship" or a code of street con¬ 
duct that condemns "snitching." 
Both of these notions are irrelevant. 
The relationship between the coun¬ 
selor and the patient is not friend¬ 
ship; it is a professional relationship. 
It is the counselor's professional re¬ 
sponsibility to take appropriate ac¬ 
tion if he or she becomes aware of 
drug dealing. The notion of 
"snitching" belongs on the street or 
in jail, not in the clinic. Advising a 
supervisor about dealing or diver¬ 
sion is taking a necessary action for 
the benefit of the patients and the 
maintenance of program integrity. 

Application of 
Clinic Rules 

Each patient should be made 
aware of clinic rules when he or she 
is oriented to the program. In enforc¬ 
ing clinic rules, the counselor should 
be clear that he or she is not arbi¬ 
trarily making life difficult for the 
patient, but rather is ensuring that 
the program operates according to 
the same rules for everyone. The 
counselor should remain profes¬ 
sional and be nonauthoritarian when 
enforcing rules. The counselor 
should avoid statements that can in¬ 


flame or personalize the issue (for 
example "If you don't like it, too 
bad," or "Because I said so"); rather, 
he or she should refer to the rules 
and, if appropriate, give an explana¬ 
tion. Rule enforcement should not 
precipitate physical confrontation. 
No rule is worth getting injured over. 
A consistent and fair application of 
clinic rules results in fewer incidents. 
Poor limit setting and lax or uneven 
rule enforcement invite ongoing 
problems with patient management 
and too-frequent acting-out epi¬ 
sodes. The result is a setting in which 
patients feel out of control and un¬ 
safe. These attributes are not condu¬ 
cive to the goals of counseling. 


Illustrative 

Vignette: 

Enforcing Rules— 

Loitering 

Counselor: (Walking through the 
waiting room] How are you guys 
doing today? 

Patient: Just fine. How about you? 

Counselor: Real good, thanks. You 
waiting for your dose? 


Patient: No, we're just hanging out 
for a minute. 

Counselor: Well, you probably ought 
to move along if you're done here 
today. 

Patient: What's the big deal? We’re 
not doing anything. 

Counselor: I know. It's just that 
there's a rule against loitering. 
Patient: It's a free country. 
Counselor: You’re right, but remem¬ 
ber: you freely chose to follow the 
rules here. Let's not make a big 
deal out of this, OK? It's really 
better for everyone if we keep 
things moving. The more crowded 
it gets, the longer you have to wait 
for your dose. You can’t find a 
place to park. People get frus¬ 
trated and into all kinds of hassles. 
Patient: Yeah, I guess. 

Counselor: Thanks. I'll be around 
tomorrow. Why don't you stop by 
for a minute to bring me up to 
date? 

Patient: You're on. See you tomor¬ 
row. 

[Notice how the counselor keeps 
cool, stays focused on the rules in¬ 
stead of becoming personally in¬ 
volved, provides a rationale for the 
rule, and ends on a positive note.) 
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Appendix A—Counseling in Methadone Treatment 


Heroin Use Versus Treatment: A Sample Form 

List as many of the following as you can think of: 

Good things about heroin use: Bad things about heroin use: 


Good things about treatment: Bad things about treatment: 



Summarize your feelings about stopping heroin and entering treatment: 
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Appendix B—Methadone Maintenance Forms and Handouts 


Maintenance Criteria Checklist 

(From an unpublished form used by the Matrix Institute on Addictions, Beverly Hills, CA) 

Patient's Name: _ Counselor: - 

Date:___ 

Patient's Age: _(If under 18 years, STOP) 

Addiction History 
Detoxification 

Location:.____ 

Date _________——- 

Records requested (date): ___ 

Records received (date):___ 

Comments:_____ 

Other Treatments 

Location: ______ 

Date: _____ 

Records requested (date):_ 

Records received (date):_ 

Comments:____ 

Arrests 

Offense: _____ 

Date:_____ 

Records requested (date):___ 

Records received (date):___ 

Comments:_____ 
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Maintenance Criteria Checklist 

Outcome 

_Eligible 

-Scheduled for physical exam on (date): 

-Scheduled for next counseling appointment with (counselor's name): 

-—_on (date):_ 

-Not eligible for maintenance; referred to other treatment: 

Counselor's signature: _____ n . . 
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Needs Assessment 


The treatment team uses this needs assessment together with a drug history form that 
has an extensive, detailed assessment of heroin addiction history and of current use 
patterns. 
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Appendix B—Methadone Maintenance Forms and Handouts 


Worksheet for Needs Assessment 

(Parts of this form were adapted from a patient information form provided by George E. Woody and the Addiction 
Treatment and Research Center at the Philadelphia Veterans Affairs Medical Center and the University of Pennsylvania, 
by permission.) 

Name: _ Date: _ 

I.D.:___ Counselor:_ 


Instructions (counselor reads to patient): "Methadone treatment is an opportunity to deal with a variety of problems 
and achieve a number of goals. The purpose of this questionnaire is to help me determine how I can best help you. 
Please answer these questions as best as you can. We will discuss a plan for your program here after you finish." 
(Ask the patient if he or she would like help reading the form. If so, read through the form item by item.) 


I. Drug Use (Review medical evaluation prior to patient interviews. Include physician's findings below.) 


No. of days 
used in 
past month 


Amount used 
on a typical 
recent day 


No. of years 
of regular 
use 


A. Types of drugs used: 

1. Cannabis (marijuana, hashish) _ 

2. Cocaine (IV, smoke or snort?_) _ 

3. Amphetamines (speed, meth, crank, crystal) 

4. Benzos (Valium, Xanax, Librium, etc.) 

5. Barbs (Seconal, Tuinal, quaalude, etc.) 

6. Other Opiates (Darvon, Percocet, etc.) _ 

7. Hallucinogens (LSD, inhalants, etc.) 

8. Other (specify_ ) _ 

B. Have you ever been treated for problems with any of the above drugs? 

Yes_ No_ 

If yes, which one(s)? _ 


C. Have you ever experienced overdose symptoms? 
Yes_ No_ 

If yes, which one(s)?_ 
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Worksheet for Needs Assessment 


D. How many days since last drug use? 


Drug:, 

Drug:_ 


Amount: 

Amount: 


E. Do you feel you have an addiction to or a problem with any of the drugs above’ 
Yes_ No_ 

1- If yes, which? 


2. Do you think you will need help to stop? Yes_ No _ 

11 TttZltZy: med ' Cal eVa ' Uati0n Pri ° r t0 Pati6nt in ‘ en ' ieWS - lndUde phySiCian ’ 2 3 * S below., 


1 . 

2 . 

3. 

4. 


Number of years of drinking:_ 

Number of years of heavy drinking (4 or more drinks per day):__ 
Kind(s) of alcohol consumed:__ 


Amount of alcohol consumed weekly (approximate): 

Pattern: _Every day _Binge 

-Weekends _Other (specify: __ 

5. Amount of money spent on alcohol per month: $_ 




Does it take more _ or less _ alcohol to get the same effect? 

Have you had lapses of memory due to drinking? Yes __ No_ 

Have you ever been arrested for an alcohol-related offense (e.g., drunk driving)? 
^ es - No_ If yes, why?_ 


9. Longest period of sobriety:_ 

10. How many days since last drink? 


■ years. 


. months 


11. Amount and type of alcohol last used: 
B. Treatment need: 


1. Do you feel you have an addiction to or a problem with alcohol? 
^ es - No- If yes, describe: _ 


2. Do you think you will need help in order to stop drinking? 

Yes_ No_ 

3. Have you ever been treated for alcohol problems before? 

^ es - No-If yes, describe: 


When: 


_ Where: 
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Worksheet for Needs Assessment 

III. Medical History (Review medical evaluation prior to patient interviews. Include physician's findings below.) 

A. Hospitalizations in the past 5 years: 

1. Date:_ 

Location: _ 

Problem:_ 

2. Date:_ 

Location: _ 

Problem:_ 

3. Date:_ 

Location: _ 

Problem:___ 

4. Date:_ 

Location:_ 

Problem:_ 

5. Date:_ 

Location:_ 

Problem:_ 

B. Are you aware of any current medical problems? Yes_ No_ 

If yes, describe:___ 

C. Are you currently taking any prescribed or over-the-counter medication? 

Yes_ No_ If yes, describe:_ 

IV. Social/Social Services 

A. Friends: 

1. How many close friends do you have?_ 

2. How many of these are heroin users?_ 

3. How many use alcohol or other drugs, but not heroin?_ 

4. How many friends use no drugs?_ 

5. How many friends use no drugs or alcohol?_ 

B. Family: 

1. What is your marital status? 

Single_ Married_ Common law_ Separated_ Divorced_ 

2. Do you have a spouse or partner? Yes_ No_ 

If yes, does this person use drugs or alcohol? Yes_ No_ 

Describe:_ 

3. How many children do you have?_ 
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Worksheet for Needs Assessment 


4. Do your children live with you? Yes_ No_ 

5. How many people live at your residence?_ 

6. Do you feel you need relationship counseling? Yes_ No_ 

7. Do you feel you need help in dealing with your children? Yes__ No 


C. Social service need: 

1. Sources of income: How much of your monthly income do you receive from: 

a J°b $ (indicate amount per week) 

b. Welfare $_ 

c. Unemployment $_ 

d. Friends/family $_ 

e. Illegal activities $_ 

Total $_ 

2. How many people are dependent upon your income?_ 


3. Do you think you are eligible for unemployment or public assistance 
(welfare)? Yes_ No__ 


V. Psychological History/Status 

A. Have you had serious problems with any of the following during the past 30 days that were not related to drugs 
or alcohol? 

-Depression _Paranoia 

-Anxiety (worrying excessively) Aggressive/violent behavior 

-Suicidal thoughts _ Mood 

swings 

-Imaginary voices or strange thoughts or experiences _Guilt or shame 

_Other (specify): __ 


B. Have you ever been treated for a psychological problem(s)? 

Yes_ No_ 

If yes, for what condition(s)?__ 

When?__ __ 

What type(s) of treatment? _ 

Total number of treatment experiences: ____ 

C. Do you feel you have any psychological or marital problems now? 

Yes- No_ If yes, describe:_____ 
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Worksheet for Needs Assessment 


VI. Education 

A. Highest education completed: 

_6th grade 

_9th grade 

_High school or GED 

_Some college 


2-year college 
College 

Graduate school 
Technical school (specify):. 


B. Do you wish to or plan to return to school? Yes_ No 

If yes, what is your goal? _ 


VII. Vocational 

A. Employment history: 

1. Current employment status: (Check all that apply) 


_Full time (hours and days:_) 

_Part time (hours and days:_) 

_Student (hours and days:_) 

_Retired (since: _) 

_Disabled (since:_) 

_Unemployed (since: _) 


2. Are you receiving financial assistance, disability, or compensation? 

Yes_ No_ 

3. Current or last occupation: 

4. Longest period of work in the past 2 years: _ years_ months 

B. Are you interested in job training? Yes_ No_ 

If yes, what job or skill are you interested in learning?_ 


Are there any other problems or goals not addressed here that you would like me (us) to help you with? 
Yes_ No_ If yes, describe:_ 
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Needs Assessment Form 


Indicate your assessment of patient's need for assistance in each area (use additional 
pages if necessary). Consult with medical staff if medical or psychological problems 
are indicated. Review with clinical supervisor. 
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Needs Assessment Form 


Target Problems/Goals 

(From an unpublished form used by the Matrix Institute on Addictions, Beverly Hills, CA) 

I. Drug Use Assessment 


II. Alcohol Use Assessment 


III. Medical Assessment 


IV. Social/Social Services Assessment 
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Needs Assessment Form 

V. Psychological Assessment 


VI. Education Assessment 


VII. Vocational Assessment 


Counselor signature:_ 

Clinical supervisor signature: 


Date: 


Date: 


80 





Appendix B—Methadone Maintenance Forms and Handouts 


Cocaine Problem Severity Index 

(From R. A. Rawson, J.L. Obert, M.J. McCann, D.P. Smith & E.H. Scheffey (1989), The Neurobehavioral Treatment Manual: A 
Therapist Manual for Outpatient Cocaine Addiction Treatment (Beverly Hills, CA: Matrix Center), by permission.) 

Name: _Date:_ 

This test is designed to help determine the extent of your involvement with cocaine. Circle the one most accurate 
item for each of the following. Your counselor will review the results with you. 

A. How long have you used cocaine? 

1) 0-6 months 

2) 7-12 months 

3) 1-5 years 

4) More than 5 years 

B. On the average, how often have you recently been using cocaine? 

1) Once a week or less 

2) 2-3 times per week 

3) 4-6 times per week 

4) Every day 

C. Which best describes your type of cocaine use? 

1) Intranasal (snorting) 

3) Intranasal with occasional freebase (crack) or occasional intravenous 
6) Regular, primarily freebase 

6) Regular, primarily intravenous 

D. How much cocaine are you using, on the average? 

1) 1 gram per week or less 

2) 2-4 grams per week 

4) 5-6 grams per week 

6) More than 6 grams per week 

E. During the past 12 months, what is the longest consecutive period that you have not used cocaine? 

1) More than 3 months 

2) 1-2 months 

3) 1—4 weeks 

5) Less than one week 
8) Have used daily 

F. Which of the following best describes your experience when you have stopped cocaine use? 

0) No significant or obvious problems 

2) Mild depression, irritability, or infrequent cravings 

3) Moderate depression, difficulty concentrating, or occasional cravings 

4) Deep depression or severe cravings 

G. Have you experienced any of the following? (Circle all that apply.) 

0) No significant physical problems 
2) Weight loss 

4) Headaches, nosebleeds, or chest pains 

6) Seizures, loss of consciousness, or automobile accident 

H. How would you describe your other drug use? 

0) None 

2) Weekly or less 

3) Several times per week 

4) Daily 
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Appendix B—Methadone Maintenance Forms and Handouts 
Cocaine Problem Severity Index 

I How would you describe your alcohol use? 

0) None 

2) Weekly or less 

3) Several times per week 
4} Daily 

J. How has your work been affected by cocaine? 

0) Work has been unaffected 

2) Have been late or missed work 

3) Employer has become aware, job is in jeopardy, or I am unemployed 

4) Have lost job or have been unemployed for more than 1 year 

K. How has your relationship been affected by cocaine use? 

0) No significant problems 

2) Problems developing, things getting strained 

3) Situation bordering on breakup, or no significant relationship 

4) Other person has left or filed for divorce 

L How has your family situation been affected by cocaine use? 

0) No significant problem 

2) Some family members are concerned about my cocaine use 

3) My cocaine use has caused recent arguing and family disturbance 

4) My family and 1 no longer communicate 

M. How have your finances been affected by cocaine? 

0) No significant financial impact 

2) I'm spending more than I can afford, but f can pay my bills 

3) I'm spending far too much on cocaine, causing financial problems 

4) I'm experiencing severe financial drain, or bankruptcy 

N. How important is cocaine to your sexual activities? 

0) Cocaine and sexual activities are unrelated 

2) Occasionally cocaine and sexual activities are combined 

3) Usually cocaine and sexual activities are combined 

4) Cocaine and sexual activities are strongly connected 

O. Most of my friends: 

0) Use no cocaine 

2) Use very little cocaine 

3) Use cocaine moderately 

4) Are heavy cocaine users 

P. Most of my friends: 

0) Use almost no drugs or alcohol 

2) Use very little drugs or alcohol 

3) Use drugs or alcohol occasionally 

4) Are heavy drug or alcohol users 

Q. My cocaine is supplied in the following way: 

1) Other people give it to me, or I buy it in small quantities (less than 1 gram) 

2) I buy it in 1-3-gram quantities 

3) 1 buy it in l/8th-ounce or larger quantities 

4) I deal cocaine/I buy it at "rock houses" 

R. If any of the following apply, you need to seek assistance immediately (circle all that apply): 
2) 1 feel as though I am someone else when 1 am using 

4) 1 don't even like cocaine anymore but I'm using more of it 
6) I’ve heard voices while on cocaine 
8) I've attempted suicide 

_TOTAL SCORE 
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Cocaine Problem Severity Index 


ADDICTION SCALE 


SCORE PHASE OF ADDICTION 

Less than 12 Experimental/recreational use —Although you may be using cocaine only socially, you are in a position 

to increase your use if the stress in your life increases or if the drug becomes too accessible. 

13-35 Cocaine abuse with significant problem—The effects of cocaine on your life are substantial. It is 

recommended that you obtain a professional evaluation to help you determine the most effective way to 
deal with your problem. 

36-55 Cocaine dependence requiring assistance —Cocaine abuse is a serious problem for you. You will need 

to seek assistance to learn what addiction is and how to deal with it. 

56-100 Severe dependence —It may be difficult for you to regain control of your life without hospitalization. 

You need help from professionals immediately. 

Note: Frequent or heavy cocaine use, particularly intravenous or freebase use, indicates a need for treatment no 
matter what your overall score. Also, if psychological or medical problems have resulted, you should seek professional 
attention immediately. 
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Amphetamine Problem Severity Index 

(From R. A. Rawson, J.L. Obert, M.J. McCann, D.R Smith & E.H. Scheffey (1989), The Neurobehavioral Treatment Manual: A 
Therapist Manual for Outpatient Cocaine Addiction Treatment (Beverly Hills, CA: Matrix Center), by permission.) 

Name: _ Date:_ 

This test is designed to help determine the extent of your involvement with amphetamines. Circle the one most 
accurate item for each of the following. Your counselor will review the results with you. 

A. How long have you used amphetamines? 

1) 0-6 months 

2) 6-12 months 

3) 1-5 years 

4) More than 5 years 

B. On the average, how often have you recently been using amphetamines? 

1) Once a week or less 

2) 2-3 times per week 

3) 4-5 times per week 

4) Every day 

C. Which best describes your type of amphetamine use? 

1) Oral 

2) Intranasal (snorting) 

3) Intranasal with occasional intravenous 
6) Regular, primarily intravenous 

D. How much amphetamine are you using on the average? 

1) 1 gram per week or less 

2) 2-5 grams per week 

4) 6-14 grams per week 

6) more than 14 grams per week 

F. During the past 12 months, what is the longest consecutive period that you have not used amphetamines? 

1) More than 3 months 

2) 1-2 months 

3) 1-4 weeks 

5) 2-3 days 

8) Have used every day 

F. Which of the following have you experienced when you stopped amphetamine use? 

0) No significant obvious problem 

2) Mild depression, irritability, or infrequent cravings 

3) Moderate depression, difficulty concentrating, or occasional craving 

4) Deep depression or severe cravings 

G. Have you experienced any of the following? (Check all that apply.) 

0) No significant physical problem 
2) Weight loss 

4) Headaches, nosebleeds, chest pains 

6) Seizure, loss of consciousness, automobile accident 

H. How would you describe your other drug use? 

0) None 

2) Weekly or less 

3) Several times per week 

4) Daily 
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Amphetamine Problem Severity Index 

I. How would you describe your alcohol use? 

0) None 

2) Weekly or less 

3) Several times per week 

4) Daily 

J. How has your work been affected by amphetamine use? 

0) Work has been unaffected 

2) Have been late or missed work 

3) Employer has become aware, job is in jeopardy, or I am unemployed 

4) Have lost job or have been unemployed for more than 1 year 

K. Has your relationship been affected by amphetamine use? 

0) No significant problems 

2) Problems developing, things getting strained 

3) Situation bordering on breakup, or no significant relationship 

4) Other person has left or filed for divorce 

L. How has your family situation been affected by your amphetamine use? 

0) No significant problem 

2) Some family members are concerned about my amphetamine use 

3) My amphetamine use has caused recent arguing and family disturbance 

4) My family and I no longer communicate 

M. Have your finances been affected by amphetamine use? 

0) No significant financial impact 

2) I'm spending more than I can afford, but I can pay my bills 

3) I’m spending far too much on amphetamines, causing financial problems 

4) I’m experiencing severe financial drain, or bankruptcy 

N. How important are amphetamines to your sexual activities? 

0) Amphetamines and sexual activities are unrelated 

2) Occasionally amphetamines and sexual activities are combined 

3) Usually amphetamines and sexual activities are combined 

4) Amphetamines and sexual activities are strongly connected 

O. Most of my friends: 

0) Use no amphetamines 

2) Use very little amphetamines 

3) Use amphetamines occasionally 

4) Are heavy amphetamine users 

P. Most of my friends: 

0) Use no drugs or alcohol 

2) Use drugs or alcohol occasionally 

3) Use drugs or alcohol often 

4) Are heavy drug or alcohol users 

Q. My supply of amphetamines comes from: 

1) Other people give them to me, or I buy them in small quantities (less than Vi gram) 

2) I buy them in ’/ 2 -l-gram quantities 

3) I buy it in ’/e-ounce or larger quantities 

4) I deal amphetamines/I buy directly from a lab 

R. If any of the following apply, you need to seek assistance immediately (circle all that apply.) 

2) I feel as though I am someone else when I am using 
4) I don't even like amphetamines anymore, but I'm using more of them 
6) I've heard voices when I’ve been high on amphetamines 
8) I've attempted suicide 

_TOTAL SCORE 
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Amphetamine Problem Severity Index 


ADDICTION SCALE 


SCORE PHASE OF ADDICTION 

Less than 12 Experimental/recreational use —Although you may be using amphetamines only socially, you are in a 

position to increase your use if the stress in your life increases or if the drug becomes too accessible. 


13-35 Amphetamine abuse with significant problem —The effects of amphetamines on your life are substantial. 

It is recommended that you obtain a professional evaluation to help you determine the most effective 
way to deal with your problem. 


36-55 Amphetamine dependence requiring assistance— Amphetamine abuse is a serious problem for you. 

You will need to seek assistance to learn what addiction is and how to deal with it. 


56-100 Severe dependence— It may be difficult for you to get control of your life back from amphetamines 

without hospitalization. You need help from professionals immediately. 

Note: Frequent or heavy amphetamine use, particularly intravenous use, indicates a need for treatment no matter 
what your overall score. Also, if psychological or medical problems have resulted, you should seek professional 
attention immediately. 
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Alcohol Intake Prescreening Instrument: Part 1 

(From R.A. Rawson, J.L. Obert, M.J. McCann & W. Ling (1991), The Matrix Model of Outpatient Treatment for Alcohol Abuse 
and Dependency (Beverly Hills, CA: Matrix), by permission.) 

Client name:..... 

Interviewer: The questions should be asked in an interview format. Part 2 should then be completed, and the score 
should be entered in the space below. 


Assessment Questions 

Section A 

1. Have you ever had a seizure? Yes_ No_ 

2. Are you currently using any sleeping pills or tranquilizers on a regular basis? Yes_ No_ 

Section B (If you have had a drink within the past 72 hours, please continue with this section. If you haven't had a 
drink within 72 hours, skip this section and go to Section C.) 

1. Do you typically drink alcohol soon after you arise and drink throughout the day? Yes_. . No- 

2. Have you needed medication in the past to stop drinking? Yes_ No- 

If any answer in section A or B is "yes", or if the score on Part 2 is 16 or greater, client will require medical evaluation 
and/or detoxification. 

Section C 

1. * Do you currently have any medical conditions that need attention? 

Yes_ No_ If yes, describe:_____ 

2. * Are you currently under a physician's care? 

Yes_ No_ If yes, describe:------ 

‘If cither of these questions are answered yes, a consultation from a supervisor is necessary prior to establishing a treatment 
plan. 

Part 2 score:__ 

If answers to all questions are "no" and if the Part 2 score is 15 or less, the client can be admitted under the standard 
admission procedure. 


Screening result: 


Counselor signature: 


Date: 
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Alcohol Intake Prescreening Instrument: Part 2 

(This instrument is included in the American Society of Addiction Medicine Patient Placement Criteria Manual. It has been 
developed as the Clinical Institute Instrument Scale; reproduced by permission.) 


NAUSEA AND VOMITING—Ask, "Do you feel sick to your 
stomach? Have you vomited?" Observation. 

0 no nausea and no vomiting 

1 mild nausea with no vomiting 

2 

3 

4 intermittent nausea with dry heaves 

5 
f> 

7 constant nausea, frequent dry heaves and vomiting 


TREMOR—Arms extended and fingers spread apart. 
Observation. 

0 no tremor 

1 not visible, but can be felt fingertip to fingertip 

2 

3 

4 moderate, with patient's arms extended 

5 

6 

7 severe, even with arms not extended 

PAROXYSMAL SWEATS—Observation. 

0 no sweat visible 

1 barely perceptible sweating, palms moist 

2 

3 

4 beads of sweat obvious on forehead 

5 

6 

7 drenching sweats 


ANXIETY—Ask, "Do you feel nervous?" Observation. 

1 no anxiety, at ease 

2 mildly anxious 

3 

4 moderately anxious, or guarded, so anxiety is inferred 

5 

6 

7 equivalent to acute panic states, as seen in severe delirium 
or acute schizophrenic reactions 

AGITATION—Observation. 

0 normal activity 

1 somewhat more than normal activity 

2 

3 

4 moderately fidgety and restless 

5 

6 

7 paces back and forth during most of the interview, or 
constantly thrashes about 

Total Score;_ 

Rater's Initials; _ 

Maximum Possible Score, 67 


•TACTILE DISTURBANCES—Ask, "Have you any itching, 
pins-and-needles sensations, any burning, any numbness, or 
do you feel bugs crawling on or under your skin?" Observation. 
0 none 

1 very mild itching, pins and needles, burning or numbness 

2 mild itching, pins and needles, burning or numbness 

3 moderate itching, pins and needles, burning or numbness 

4 moderately severe hallucinations 

5 severe hallucinations 

6 extremely severe hallucinations 

7 continuous hallucinations 


AUDITORY DISTURBANCES—Ask, "Are you more aware of 
sounds around you? Are they harsh? Do they frighten you? 
Are you hearing anything that is disturbing to you? Are you 
hearing things you know are not there?" Observation. 

0 not present 

1 very mild harshness or ability to frighten 

2 mild harshness or ability to frighten 

3 moderate harshness or ability to frighten 

4 moderately severe hallucinations 

5 severe hallucinations 

6 extremely severe hallucinations 

7 continuous hallucinations 


VISUAL DISTURBANCES—Ask, "Does the light appear to be 
too bright? Is the color different? Does it hurt your eyes? Are 
you seeing anything that is disturbing to you? Are you seeing 
things you know are not there?" Observation. 

0 not present 

1 very mild sensitivity 

2 mild sensitivity 

3 moderate sensitivity 

4 moderately severe hallucinations 

5 severe hallucinations 

6 extremely severe hallucinations 

7 continuous hallucinations 


HEADACHE, FULLNESS IN HEAD—Ask, "Does your head 
feel different? Does it feel like there is a band around your 
head?" Do not rate dizziness or lightheadedness. Otherwise 
rate severity. 

0 not present 

1 very mild 

2 mild 

3 moderate 

4 moderately severe 

5 severe 

6 very severe 

7 extremely severe 

ORIENTATION AND INCLUDING OF SENSORIUM—Ask, 
"What day is this 7 Where are you? Who am I?" 

0 oriented and can do serial additions 

1 cannot do serial additions or is uncertain about date 

2 disoriented for date by no more than 2 calendar days 

3 disoriented for date by more than 2 calendar days 

4 disoriented for place and/or person 
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Treatment Plan 


(From an unpublished form used by the Matrix Institute on Addictions, Beverly I Iills, CA) 


PROBLEM AREAS: 

1. Drug Use 

2. Alcohol Use 

3. Medical 

4. Social 


5. Psychological 

6. Vocational 

7. Educational 

8. Other 


Patient: _ 

Counselor: 

Physician: 


PROGRAM: 

Date: 

Date: 

Date: 


PA_STATEMENT OF PROBLEM 


SHORT-TERM GOAL(S) AND OBJECTIVE(S) 


LONG-TERM-GOAL(S) AND OBJECTIVE(S) 


INTERVENTION (SHORT-TERM) 


TARGET DATE:_ 

INTERVENTION (LONG-TERM) 


TARGET DATE: 
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PA STATEMENT OF PROBLEM 



SHORT-TERM GOAL(S) AND OBJECTIVE(S) 



LONG-TERM-GOAL(S) AND OBJECTIVE(S) 



TARGET DATE:_ 

INTERVENTION (LONG-TERM) 
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Treatment Plan 



SHORT-TERM GOAL(S) AND OBJECTIVE(S) 



LONG-TERM-GOAL(S) AND OBJECTIVE(S) 
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PA_STATEMENT OF PROBLEM_ 


SHORT-TERM GOAT.(S) AND OBJECTIVE^) 


LONG-TERM-GOAL.(S) AND OBJECTIVE^) 


INTERVENTION (SHORT-TERM) 


TARGET DATE: _ 

INTERVENTION (LONG-TERM) 


TARGET DATE: 
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Treatment Plan 


PA_STATEMENT OF PROBLEM 


SHORT-TERM GOAL(S) AND OBJECTIVE(S) 


LONG-TERM-GOAL(S) AND OBJECTIVE(S) 


INTERVENTION (SHORT-TERM) 


TARGET DATE: _ 

INTERVENTION (LONG-TERM) 


TARGET DATE: 
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PA_STATEMENT OF PROBLEM_ 


SHORT-TERM GOAL(S) AND OBJECTIVE(S) 


LONG-TERM-GOAL(S) AND OBJECTIVES) 


INTERVENTION (SHORT-TERM) 


TARGET DATE:_ 

INTERVENTION (LONG-TERM) 


TARGET DATE: 
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Treatment Plan 


PA_STATEMENT OF PROBLEM 


SHORT-TERM GOAL(S) AND OBJECTIVE(S) 


LONG-TERM-GOAL(S) AND OBJECTIVE(S) 


INTERVENTION (SHORT-TERM) 


TARGET DATE:__ 

INTERVENTION (LONG-TERM) 


TARGET DATE: 


FREQUENCY OF COUNSELING AND TYPE: 

PATIENT SIGNATURE: _-_ 

DATE: _____ 

COUNSELOR SIGNATURE: ___ 

DATE: --- 

SUPERVISING COUNSELOR SIGNATURE: _ 

DATE: ____ 

DOSE REVIEW: ___ 

M.D. SIGNATURE:_— 

DATE: ___ 
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Ninety-Day Treatment Plan Review 

(From an unpublished form used by the Matrix Institute on Addictions, Beverly Hills, CA) 

Patient:_ Date: - 

Counselor:______ Date: - 

Physician: _ Dale: - 

PROBLEM AREA;---- 

EVALUATION OF PROGRESS/LACK OF PROGRESS:_ 


REVISION NEEDED? Yes_No_ 

IF "YES," DESCRIBE: _ 


PROBLEM AREA: - - 

EVALUATION OF PROGRESS/LACK OF PROGRESS: 


REVISION NEEDED? Yes_ No_ 

IF "YES," DESCRIBE: _ 
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PROBLEM AREA: __ 

EVALUATION OF PROGRESS/LACK OF PROGRESS: 


REVISION NEEDED? Yes_ No. 

IF "YES," DESCRIBE: _ 


PROBLEM AREA: ______________ 

EVALUATION OF PROGRESS/LACK OF PROGRESS: 


REVISION NEEDED? Yes_ No. 

IF "YES," DESCRIBE: _ 
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Ninety-Day Treatment Plan Review 


PROBLEM AREA: _ 

EVALUATION OF PROGRESS/LACK OF PROGRESS: 


REVISION NEEDED? Yes_No. 

IF "YES," DESCRIBE: _ 


PROBLEM AREA: ____ 

EVALUATION OF PROGRESS/LACK OF PROGRESS: 


REVISION NEEDED? Yes_ No. 

If "YES," DESCRIBE: _ 
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Ninety-Day Treatment Plan Review 


PROBLEM AREA: 

EVALUATION OF PROGRESS/LACK OF PROGRESS: 


REVISION NEEDED? Yes_No. 

IF "YES," DESCRIBE: _ 


PROBLEM AREA:_ 

EVALUATION OF PROGRESS/LACK OF PROGRESS: 


REVISION NEEDED? Yes_ No. 

IF "YES," DESCRIBE: __ 


COUNSELOR SIGNATURE: _ 

DATE: __ 

SUPERVISING COUNSELOR SIGNATURE: 
DATE: _ 
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Take-Home Treatment Contract 


(From an unpublished form used by the Matrix Institute on Addictions, Beverly Hills, CA) 

Patient:____ Counselor:- 

Date:___ 


1 understand that achievement of treatment goals and adherence to clinic rules and requirements is a requirement for 
take-home privileges. 1 understand that I must attain the following in order to earn or regain take-home privileges: 


a) 

b) 

c) . 

d) 


bv 

(Date) 

J - 

by 

(Date) 

j 

by 

(Date) 

by - 

(Date) 


I understand that compliance with this contract will result in a recommendation to the physician for attain; lent or 
reinstatement of Step Level_on_(Date). 


Patient's signature: 


Date: 


Counselor's signature: 


Date: 
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Treatment Contract 


(From an unpublished form used by the Matrix Institute on Addictions, Beverly Hills, CA) 

Patient:_Counselor:- 

Date:_-__ 


I understand that I must attain the following: 

a) ._—--- 

b) - 

c) ---— 

d) - 


by 

by 

by 

by 


In order to earn the following privilege(s): 

a) - 

b) - 

c) --—--— 


Patient's signature: _ 

Counselor's signature: 


Date: 

Date: 


(Date) 

(Date) 

(Date) 

(Date) 
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Probation Treatment Contract 

(This contract is adapted from one provided by George E. Woody at the Substance Abuse Treatment Unit, Philadelphia 
Veterans Affairs Medical Center, and Psychiatry Department, University of Pennsylvania, by permission.) 

Patient;_Counselor:_ 

Date;___ 

Mr._, you have been in treatment at this clinic for the past_months. Within this time 

you have shown some progress but you are not presently meeting the required therapeutic efforts of the clinic. 

Your lack of effort is reflected in the following (e.g., #dirty urines, failure to keep counseling and other clinic appointments, 
not employed or attending school, disruptive behavior, etc.): 

a) --- 

b) ..... 

c) ... 

d) _ 

Because of this (these) behavior(s) we are specifying a period of time during which you must attain the following; 
a)_ ; by _(Date) 


b) _ ; by (Date) 

c) _ ; by (Date) 

d) _ ; by (Date) 


Failure to comply with this treatment contract will result in the following (e.g., detox and suspension from the clinic, 
suspension and transfer to another program, suspension and referral to an inpatient program, etc ). 

a) ---- 

b) ___ 

Patient's signature:_Date: . __ 

Counselor/supervisor:_Date:.... 
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Counselor's Guide: Recognizing Stress 


This is an exercise to help patients become more aware of themselves and better 
able to recognize signs of stress for what they are. This information can be used 
when identified indicators of stress are evident. Patients may show obvious signs 
of stress, but they may not yet be adept at recognizing the signs for themselves. 
The counselor may be able to help bring the signs to the patients' attention. 
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Recognizing Stress 

(From R.A. Rawson, J.L. Obert, M.J. McCann, D.P. Smith & E.H. Sheffey (1989), The Neurobehavioral Treatment Manual: A 
Therapist Manual for Outpatient Cocaine Addiction Treatment (Beverly Hills, CA: Matrix Center), by permission.) 

Stress is what a person experiences as the result of difficult or upsetting events, particularly those which continue for a 
period of time. 

Stress is the experience people have when the demands they make of themselves or those placed upon them are greater 
than what they feel they can handle. Sometimes we are unaware of this emotional state until the stress is producing 
physical symptoms. Check off any of the following problems you have experienced in the past 30 days: 

_ 1. Sleep problems 

a. Difficulty falling asleep 

b. Waking up off and on during the night 

c. Nightmares 

d. Waking up early and being unable to fall back to sleep 
_ 2. Headaches 

_ 3. Muscle tension 

_ 4. Stomach problems 

_ 5. Chronic illness 

_ 6. Fatigue 

_ 7. Moodiness 

_ 8. Irritability 

_ 9, Difficulty concentrating 

_10. General dissatisfaction with life 

_11- Feeling overwhelmed 

If you have checked 2 or more of these items, you need to think about reducing stress immediately. By becoming more 
aware of stress and learning ways to cope, you can further ensure your continuing recovery. 
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Counselor's Guide: Staying Busy 


Structure cannot exist in a schedule without activities. The counselor can be helpful 
in making suggestions for positive activities that can be used to fill idle time. The 
"Staying Busy" handout will help explain how idle time can be a trigger. 
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Staying Busy 

(From R.A. Rawson, J.L. Obert, M.J. McCann, D.P. Smith & E.H. Scheffey (1989), The Neurobehavioral Treatment Manual: A 
Therapist Manual for Outpatient Cocaine Addiction Treatment (Beverly Hills, CA: Matrix Center), by permission.) 

Learning to schedule and to provide a structure of activities to support your recovery is an important first step in outpatient 
treatment. Staying busy doing things is important for several reasons: 

1. Often relapses begin in the head of a person who has nothing to do and nowhere to go. Casual thoughts about 
drinking or using can start the craving process. 

Describe a time when free time was a trigger for you. 


How could you respond to prevent relapse if the above happened to you? 


2. When drug and/or alcohol use gets severe enough, the user will often begin to isolate Being around people is 
uncomfortable and annoying. Being alone results in fewer hassles. 

Did you isolate when you drank or used? 


Does being alone now remind you of that experience? 


3. Being involved with people and doing things keeps life more interesting. Living a drug- and alcohol-free life can 
sometimes feel pretty tame. You begin to think being sober is boring and using or drinking is exciting and desirable. 
People have to work at finding ways to make sobriety fun. 

What have you done lately to have fun? 
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Staying Busy 

4. When people are involved in an alcoholic and/or an addict lifestyle, many things they used to do and people they 
used to do them with get left behind. Beginning to reconnect or to build a life around drug- and alcohol-free activities 
and people is critical to a successful recovery. 

How have you reconnected or built new activities and people into your life? 
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Counselor's Guide: Nutrition 


Just as exercise is important in helping brain chemistry return to normal, so is 
nutrition. We don't know enough at this point to recommend a specific diet; 
however, we do feel that common sense is important in selecting a diet that aids 
recovery. The ''Nutrition'' handout can provide a vehicle for discussing the issue 
of eating frequency. Addicts often forget to eat. They need to plan their meals the 
same way they schedule other activities and begin to think about the value of 
certain foods. 
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Nutrition 


(From R.A. Rawson, J.I.. Obert, M.J. McCann, D.P. Smith &. E.H. Scheffey (1989), The Neurobehavioraf Treatment Manual: A 
Therapist Manual for Outpatient Cocaine Addiction Treatment (Beverly Hills, C A: Matrix Center), by permission.) 

Your body is like a machine. You need fuel to keep going, and poor-quality fuel can damage your body. When people are 
abusing drugs they often pay less attention to the fuel they put in their bodies. How many of these things have you done 
to your body? 

_ Not eat for long periods of time. _Fat lots of "junk food." 

_ Fat lots of food at one time. _ Eat when you're exhausted. 

When you drink alcohol with or without the use of drugs, your body is getting lots of calories and no nutrients. These are 
known as "empty calories" and are the reason many alcoholics and some addicts are overweight and undernourished at 
the same time. 

To get the best fuel for the recovery trip, follow these simple rules: 

1. Eat regular meals. 

2. Avoid being hungry (it can be a trigger). 

3. Eat food that is nutritional. 

4. Eat just enough to satisfy your hunger. 

5. Avoid too much sugar or caffeine. 

Try to remember what and when you have eaten lately Are you giving your body the highest quality fuel possible? 

Sample Day 


Breakfast: 


Lunch: 


Dinner: 


Snack: 
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Counselor's Guide: Exercise 


The development of a regular regimen of exercise is extremely important to 
recovering drug users. This is an area that has been underemphasized by traditional 
spiritually based treatment approaches. Discuss endorphins and the body's ability 
to bum off the chemistry of unpleasant emotion. Exercise plays a central role in 
allowing clients to cope with stress and difficult emotions. 


129 






Appendix B—Methadone Maintenance Forms and Handouts 


Exercise 

(From R.A. Rawson, J.L. Obert, M.J. McCann, D.P. Smith & E.H. Scheffey (1989), The Neurobehavioral Treatment Manual: A 
Therapist Manual for Outpatient Cocaine Addiction Treatment (Beverly Hills, CA: Matrix Center), by permission.) 

Exercise is an important part of your program. People who engage in regular physical exercise generally do better in 
treatment than those who do not exercise. The physical demand that exercise places on the body brings on several 
physiological responses. Among these are increased heart, respiration, and metabolic rates. For your recovery, the most 
important reaction of all may be the body's increased production of endorphins. Endorphins are naturally occurring 
chemicals produced by the body to decrease pain and relieve depression. 

Twenty to thirty minutes of aerobic exercise (such as dancing, walking, biking, Nautilus, jogging, tennis, swimming, or 
roller skating) stimulates endorphin production. It also provides other benefits that are extremely important to recovery 
from addiction. Below is a list of the benefits of exercise in this recovery process. Try building exercise into your schedule. 

Regular exercise: 

1. Provides structure. 

2. Aids stabilization of the sleep process. 

3. Improves spirit and moods. 

4. Builds self-esteem. 

5. Releases excess energy and invigorates when energy is low. 

6. Helps prevent weight gain during recovery. 

7. Offers a "downtime" escape from stress. 

A. What type of exercise do you plan to do?- 


B. What will be your exercise schedule? 


131 





Dealing With Non-Opiate Drug Use or 
Alcohol Use 






Appendix B—Methadone Maintenance Forms and Handouts 


External Trigger Questionnaire 

(From R.A. Rawson, J.L. Obert, M.J. McCann, D.P. Smith & E.H. Scheffey (1989), The Neurobehavioral Treatment Manual: A 
Therapist Manual for Outpatient Cocaine Addiction Treatment (Beverly Hills, CA: Matrix Center), by permission.) 

1 . Place a checkmark next to activities or situations in which you frequently used cocaine. Place a zero (0) next to 
activities or situations in which you never have used drugs. 


Home alone 
Home with friends 
Friend's home 
Parties 

Sporting events 

Movies 

Bars/clubs 

Beach 

School 


Before a date _After payday 

During a date _Before going out to dinner 

Before sexual activities _Before breakfast 

During sexual activities _At lunch break 

After sexual activities _While at dinner 

Before work -After work 

When carrying money _After passing a particular freeway exit 

After going past dealer's residence _Concerts 

With particular people _Driving 


2. List any other settings or activities where you frequently use drugs. 


3. List activities or situations in which you would not use drugs. 


4. List people you could be with and not use drugs. 
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Internal Trigger Questionnaire 

(From R.A. Rawson, J.L. Obert, M.J. McCann, D.P. Smith & E.H. Scheffey (1989), TheNeurobehav,oral Treatment Manual: A 
Therapist Manual for Outpatient Cocaine Addiction Treatment (Beverly Hills, CA: Matrix Center), by permission.) 

During the early and middle stages of cocaine addiction there are often certa.n feelings or emotions that trigger the brain 
to think about using cocaine. Read the following list of emotions and indicate which of them can trigger (or used to 


trigger) cocaine cravings for you: 

_.Afraid 

_Frustrated 

Neglected 

Angry 

Guiltv 

__Nervous 

Confident 

Criticized 

Happv 

_Passionate 

_Inadequate 

Pressured 

Depressed 

Insecure 

Relaxed 

Embarrassed 

Irritated 

Sad 

Excited 

Jealous 


_Exhausted 

T-onely 



A. 1 thought about using cocaine when I felt: 


B. Circle the above emotional states or feelings that have triggered your cocaine use recently. 


C. Has your cocaine use in recent weeks/months been: 

_ 1. Primarily tied to emotional conditions? 

2. Routine and automatic without much emotional triggering? 


D Are there any times in the recent past in which you were attempting to stay drug free and a specific change in your 
mood clearly resulted in cocaine use? (For example, you got in a fight with someone and went to use m response to 
getting angry) 


Yes_No 


If yes, describe:_ 
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Counselor's Guide to Relapse Prevention 

(From R.A. Rawson, J.L. Obert, M.J. McCann, D.R Smith & E.H. Scheffey (1989), The Neurobehavioral Treatment Manual; A 
Therapist Manual for Outpatient Cocaine Addiction Treatment (Beverly Hills, CA: Matrix Center), by permission.) 


Relapse Prevention 

Relapses don't just happen. There are warning signs in behavior and thinking that 
patients can be taught to monitor. Also, there is frequently an emotional building 
prior to a relapse. This is a subtle and difficult concept. Addicts need to learn the 
indicators of stress and anxiety, such as insomnia, nervousness, or headaches, and 
to view these as signals of possible relapse. Learning from previous relapses is 
critical. 

Addict Behavior 

Ask patients to identify which behaviors were characteristic of their addiction. 
Emphasize that the reemergence of addict behaviors is an important relapse signal. 
This is a good opportunity to point out necessary behavior change and how 
changing behavior can lead the way to long-term sobriety. 

Be Smart, Not Strong 

The point of this exercise is that you cannot be stronger than addiction. Wanting to 
be abstinent is not enough, no matter how strong the desire. It is necessary to 
maintain maximum distance from drugs by avoiding risk and establishing positive, 
drug-incompatible activities. This is a basic principle in recovery. Keeping a distance 
from relapse does not, in itself, constitute recovery. However, it allows for the 
development of a comprehensive lifestyle change and a solid recovery. 
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Relapse Prevention 

(From R.A. Rawson, J.L. Obert, M.J. McCann, D.P. Smith & E.H. Scheffey (1989), TheNeurobelwvioral Treatment Manual: A 
Therapist Manual for Outpatient Cocaine Addiction Treatment (Beverly Hills, CA: Matrix Center), by permission.) 

Why Is Relapse Prevention Important? 

Recovery is more than not using drugs or alcohol. The first step in treatment is stopping drug and alcohol use. The 
next step is not starting again. This is very important, and the process for doing it is called RELAPSE PREVENTION. 

What Is Relapse? 

Relapse is going back to drug or alcohol use and to all the behaviors and patterns that go with that. Often the behaviors 
and patterns return before the actual drug or alcohol use. Learning to recognize the beginning of a relapse can help the 
recovering person stop the process before actual drug or alcohol use begins. Tire process looks like this: 


Addiction 

Treatment 

Sobriety 

Alcoholic and/or Addict Behavior 
Alcoholic and/or Addictive Thinking 
Emotional Building 

Relapse Prevention No Relapse Prevention 

Continued Sobriety Readdiction 


What Is Alcoholic/Addict Behavior? 

The things people do as part of using drugs or alcohol are called alcoholic or addict behaviors. Often these are things 
the alcoholic or addict does to get drugs or alcohol, to cover up drinking and using, or as part of the use. Lying, 
stealing, being unreliable, and acting compulsively are types of alcoholic and addict behaviors. Describe yours: 


What Is Emotional Building? 

Feelings that don't seem to go away and just keep getting stronger cause emotional building. Sometimes the feelings 
seem unbearable. The kinds of feelings that can build are boredom, anxiety, sexual frustration, irritability, and depression. 
Are any of these familiar to you now or in the past? 
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What Is Alcoholic or Addictive Thinking? 

In Alcoholics Anonymous (A A) these kinds of thoughts are called "stinking thinking." They are thoughts that make 
using or drinking seem OK. Some examples are, "1 can handle just one drink/' "If they think I'm using, I might as 
well," or "I have worked hard. I need a break." What might your brain say to you? 


The 


important step is to TAKE ACTION as soon as 
Calling a therapist 
Calling an A A friend 
Going to an AA meeting 
Beginning to exercise 


you recognize the danger signs. Some possible actions might be: 
Taking a vacation 
Talking to your family 
Talking to your spouse 
Using time scheduling 
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Addict Behavior 

(From R.A. Rawson, J.L. Obert, M.J. McCann, D.P. Smith & E.H. Scheffey (1989), The Neurobehavioral Treatment Manual: A 
Therapist Manual for Outpatient Cocaine Addiction Treatment (Beverly Hills, CA: Matrix Center), by permission.) 

As alcohol and/or drug use increases, the user tries to keep life under control. That gets harder and harder to do. Finally 
the user does desperate things to try to continue to appear normal. These desperate behaviors are called alcoholic or 
addict behaviors. They are the things people do related to their alcohol and/or drug use. Sometimes the behaviors ONLY 
occur when people are using or moving toward drinking or using. Learning to recognize when one or more of these 
begin happening will help you know when to start fighting extra hard to move away from relapse. 

Which of these behaviors do you think are related to your drug/alcohol use? 

_ Lying 

_ Stealing 

_ Being irresponsible (not meeting family/work commitments) 

_ Being unreliable (late for appointments, breaking promises, etc.) 

_ Being careless about health and grooming (wearing "using" clothes, stopping exercise, poor diet, messy appearance, 

etc.) 

_ Housekeeping gets sloppy 

_ Behaving impulsively (without thinking) 

_ Behaving compulsively (too much eating, working, sex, etc.) 

___ Changing work habits (working more, less, not at all, new job, change in hours, etc.) 

_ Losing interest in things (recreational activities, family life, etc.) 

_ Isolating (staying by yourself much of the time) 

_ Missing or being late for treatment 

_ Using other drugs, alcohol, or prescription medicine 

_Stopping prescribed medication (Antabuse, naltrexone) 
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Be Smart, Not Strong 

(From R.A. Rawson, J.L. Obert, M.J. McCann, D.P. Smith & E.H. Scheffey (1989), The Neurobehavioral Treatment Manual: A 
Therapist Manual for Outpatient Cocaine Addiction Treatment (Beverly Hills, CA: Matrix Center), by permission.) 


"Scan be around drugs/alcohol. I am certain I don't want to use and once 1 make up my mind, I'm very strong." 

"I have been doing well and I think it's time to test myself and see if I can be around friends who are using. It's just a matter of 
willpower." 

"I think / can have a drink, I never had a problem with alcohol anyioay." 

Staying drug or alcohol free does not depend on strength. People who are able to maintain abstinence do it by being 
smart. They know that the key to not using is keeping far away from relapse situations. The closer you get, the more 
likely a relapse becomes. If drugs appear unexpectedly and you are close to them with friends, and drinking, your 
chances of using are much greater than if you weren't there in that situation. Smart people stay sober by avoiding 
triggers for as long as possible. 


Don't Be Strong. BE SMART. 


How smart are you being? Rate how well you are doing in avoiding relapse: 


1. Practicing Thought-Stopping 

2. Scheduling 

3. Keeping Appointments 

4. Avoiding Triggers 

5. Not Using Alcohol 

6. Not Using Drugs 

7. Avoiding Drug and Alcohol Users 

8. Avoiding Drug and Alcohol Places 

9. F.xercising 

10. Being Truthful 


£201 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 


Fair 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 


Good 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 


Excellent 

4 

4 

4 

4 

4 

4 

4 

4 

4 

4 


Total Recovery I.Q. 
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Counselor's Guide: Relapse Analysis Chart 

(From R.A. Rawson, J.L. Obert, M.J. McCann, D P. Smith & E.H. Scheffey (1989), The Neurobehaviorai Treatment Manual: A 
Therapist Manual for Outpatient Cocaine Addiction Treatment (Beverly Hills, CA: Matrix Center), by permission.) 

The categories itemized across the top of the sheet should be explored with the 
patient as to events that occurred within the week preceding the relapse. Every 
change or stressor should be noted, whether or not it seems pertinent. The categories 
include the following: 

1. Career Events—Events or a change in status relative to a career or a job. 

2. Personal Events—Events or a change in the status of relationships with family/ 
friends as well as other events or situations unrelated to any other category. 

3. Treatment Events—Events or a change in status of the regular treatment plans 
as well as transition from one phase of treatment to another. 

4. Drug/Alcohol Related Behaviors—Behaviors directly related to drug and 
alcohol consumption (drinking, going to bars, visiting a dealer, etc.) 

5. Behavioral Patterns—New or resumed addict behaviors that are part of 
addiction (lying, stealing, behaving compulsively, isolating, etc.) 

6. Relapse Cognitions—Thoughts that seem to condone or justify relapse, even if 
they were brief and seemed minor, being aware, at any point, that a relapse 
might be in progress. 

7. Health Habits Status—Events or a change in status or routine of normal eating, 
sleeping, exercise, or grooming behaviors. Illness nr injuries are particularly 
pertinent. 

It is not likely that there will be significant events in every single category. It is 
important to get a picture of the client's overall vulnerability before the actual 
relapse occurred. 
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(Prom R.A. Rawson, J.L. Obert, M.J. McCann, D.P. Smith & E.H. Scheffey (1989), The Neurohehavioral Treatment Manual: A Therapist Manual for Outpatient 
Cocaine Addiction Treatment (Beverly Hills, CA: Matrix Center), by permission.) 
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Tapering Readiness Inventory 

(From S. Brummett, R. Dumontet, L. Wermuth, M. Gold, J.L. Sorensen, S. Batki, R. Dennis & R. Hoaphy (1986), Methadone 
Maintenance to Abstinence: The Tapering Network Project Manual , University of California, San Francisco, by permission.) 

The purpose of this inventory is to help you decide if you are ready to taper from methadone maintenance at this time. 
Each item represents an important part of the process of being ready to detoxify from methadone. The inventory can help 
to confirm whether or not you are ready. 


The more questions you can honestly answer by checking "yes," the greater the likelihood that you are 
from methadone. Consider that each "no" response represents an area that you probably need to work on 
odds of a successful taper and recovery. Circle the appropriate response. 

ready to taper 
to increase the 

1. Have you been abstaining from illegal drugs, such as heroin, cocaine, and speed? 

2. Do you think you are able to cope with difficult situations without using drugs? 

3. Are you employed or in school? 

4. Are you staying away from contact with users and illegal activities? 

5. Have you gotten rid of your "works"/"outfit"? 

6. Are you living in a neighborhood that doesn't have a lot of drug use, and are 
you comfortable there? 

Yes_ 

No 

Yes_ 

No 

Yes. 

No 

Yes. 

No 

Yes. 

No 

Yes. 

_ No_. 

7. Are you living in a stable family relationship? 

Yes. 

_ No_ 

8. Do you have straight (nonuser) friends that you spend time with? 

Yes. 

No 

9. Do you have friends or family who would be helpful to you during a taper? 

Yes. 

No 

10. Have you been participating in counseling that has been helpful? 

Yes. 

No 

11. Does your counselor think you are ready to taper? 

12. Do you think you would ask for help when you were feeling bad during a taper? 

13. Have you stabilized on a relatively low dose of methadone? 

14. Have you been on methadone for a long time? 

15. Are you in good mental and physical health? 

16. Do you want to get off methadone? 

Yes. 

_ No_ 

Yes. 

_ No_ 

Yes. 

No 

Yes. 

No 

Yes. 

No 

Yes. 

No 
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Tapering Readiness Inventory: Explanation 

(From S. Brummett, R. Dumontet, L. Wermuth, M. Gold, J. L. Sorensen, S. Batki, R. Dennis & R. Heaphy (1986 ),Methadone 
Maintenance to Abstinence: The Tapering Network Project Manual, University of California, San Francisco, by permission.) 

If every person on methadone maintenance started to taper, only ten or twenty percent would make it to 0 milligrams 
"clean." Who can make it off methadone and who can't? The inventory highlights factors that indicate a readiness to get 
off methadone. Having many factors working in your favor means that you have a better chance of getting off methadone 
"clean," i.e., without abusing drugs. That doesn't mean that you are ready to get off methadone, but it shows that you 
have some of the readiness factors on your side. Having very few of the factors on your side, though, shows that you are 
not very likely to be able to get off methadone and stay "clean." If you have checked very few of the items, the odds are 
stacked against you. The inventory lists the factors that have been shown to predict success m tapering and later abstinence 
from drug abuse, for people who are already enrolled in methadone maintenance. 

COMMENTS ABOUT READINESS FACTORS 

NOT USING ILLEGAL DRUGS (Numbers 1 and 2). If you are using, the odds are stacked against you getting off 
methadone without continued or increased drug abuse. 

EMPLOYED (Number 3). People with jobs have a better chance of making it. People with a long history of employment 
have an even better chance. 

ASSIMILATED INTO NONDRUG WORLD (Numbers 4-7). People who cut ties with the drug world have a better 
chance of making it; people who also build meaningful ties with straight people have an even better chance. 

FAMILY SITUATION STABLE (Numbers 8,9). People living with family members have a better chance. If the family is 
supportive of you and supportive of your detox attempt, then the odds improve. If family members living with you are 
"using," however, that decreases the odds that you will make it. 

COUNSELORS AND COUNSELING (Numbers 10,11,12). Recommendation of counselor is one of the better predictors 
of success in tapering. We emphasize that counselors know a lot about how to help you to taper, and having their 
endorsement is an excellent sign. 

ON A LOW DOSE OF METHADONE (Number 13). People who are stabilized at a low dose of methadone have a better 
chance of getting off it. 

ON METHADONE FOR A LONG TIME (Number 14). People on methadone for a longer time have a better chance of 
making it off clean than people new to methadone. This is contrary to some people's expectations, but the research is 
clear. The only caution is that many of the research studies were done in the mid-1970's, before people had been on 
methadone for over a decade. If you have been on methadone for over 7-9 years, this principle might not fit very well for 
you. 

SOME FACTORS ARE QUESTIONABLE. AGE, for example. Nineteen research studies have looked at this factor: One 
found that younger people were better able to get off of methadone, nine found that older people were better able, and 
nine didn't find any difference. Basically, your age doesn't seem to matter, as long as you are physically fit enough to take 
the stress that goes with detoxification. 

MOTIVATION is another tricky factor. It's hard to be sure about deep motivations that people have. Some motivations 
to taper can be really strong, but really destructive, too—for example, being forced to taper because of financial pressures 
might be a strong motivation, but it loads the dice against you making it off methadone "clean." 

On the other hand, we know that motivation is the reason that clients most frequently cite as most important in getting 
off methadone without abusing drugs. 

SOME FACTORS CLEARLY DON'T MATTER. The research is clear that your RACE, SEX, or EDUCATIONAL LEVEL 
do not predict whether or not you can get off methadone "clean." 
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Withdrawal Rating Sheet 

(From R.A. Rawson, J.L. Obert, M.J. McCann, D.P. Smith & E.H. Scheffey (1989), The Neurobehavioral Treatment Manual: A 
Therapist Manual for Outpatient Cocaine Addiction Treatment (Beverly Hills, CA: Matrix Center), by permission.) 

KEY: 

LD. 

0 = NONE 

1 = MILD 

2 = MODERATE 

3 = SEVERE 

INSTRUCTIONS : Ask the patient to provide a rating on each item on the basis of the previous 24 hours. 

Today's Date: - - - 

-Sweating - - - 

- Problems with sleep - - - 

-Nervousness/Restlessness - - - 

- Low Energy - - - 

- Irritability - - - 

-Chills/Hot flashes - - - 

-Nausea/Vomiting - - - 

- Diarrhea -- - -— 

- Runny Nose -- - - 

- Cravings -- - - 

- Tearing - - - 

-Muscle/Joint aches (Myalgia) - - - 

-Gooseflesh - - - 

- Other: - - - 

DAILY TOTAL: - - - 
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Naltrexone Information Sheet 


(From R. A. Rawson, J.L. Obert, M.J. McCann & W. Ling (1992), The Matrix Model for the Treatment of Opiate Addiction With 
Naltrexone (Beverly Hills, CA: Matrix), by permission.) 

What is naltrexone? 

It is an opiate (heroin) blocker. It prevents you from feeling the effects of opiates and thereby getting readdicted. 

Is it safe? 

Yes. It has been approved by the FDA and is manufactured by DuPont under the brand name "Trexan" 

How is it taken? 

In a pill form, usually one pill per day. 

Can anyone take it? 

No. You need to be completely free of all opiates, including methadone, for about 7 days in order to begin taking 
naltrexone. 

What do you feel when you take it? 

In the beginning it may cause minor stomach upset. After a couple of days, this goes away and you don t really feel 
anything when you take it. 

What happens if you fix? 

Nothing. Naltrexone blocks the effects of heroin. 

Are there any risks? 

If you take naltrexone after there is opiate in your system, you will become very sick. This is why people need to wait 
a week or so after their last methadone dose before beginning naltrexone. 

Also, if you are injured and have a need for pain relievers, they will be ineffective until the naltrexone is not in your 
system (usually about a day). 

Is naltrexone addictive? 

No. You feel no discomfort when you stop taking it. 

Does it have any other benefits? 

People who take it usually report feeling better faster. The continued discomfort during the first months off methadone 
seem to be significantly reduced. 

Also, most people on naltrexone report having no cravings. 

Who should take it? 


Only 10% to 20% of people who get off methadone are able to successfully stay clean. Given these odds, it is advisable 
for everyone getting off methadone to seriously consider naltrexone. 
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Naltrexone Information Sheet 


Does it always work? 

wHh you" P “ Ple prematu ' e,) ' S, °P '* and relapse. A p | an for discontinuation should be discussed 


Is taking naltrexone enough? 


Naltrexone can allow the 
readdiction. The changes 


recovering opiate addict to make changes and continue progressing in life without a risk of 
in lifestyle and work on problems are necessary for a successful recovery. 
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Aftercare Plan 

(From an unpublished form used by the Matrix Institute on Addictions, Beverly Hills, CA) 

Patient:_ _ _ Date:- 

Program:_Counselor:- 

I. Previous Treatment(s): 

Detoxification(s): Dates_ 


Maintenance: Dates 


Other: Dates 


II. Heroin Status: 

Week 1: Clean_Using_ 

Week 2: Clean_ Using_* 

Week 3: Clean_ Using_’* 

Has dropped out before completing previous detoxifications*** 

"If using, maintenance or residential treatment is suggested 
"If clean, naltrexone is suggested 
‘"Maintenance or residential treatment is suggested. 

III. Living Arrangement: 

_Family 

_Clean friends 

_Using friends* 

_Street* 

_ _Other:... 

"Maintenance or residential treatment indicated. 
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Aftercare Plan 


IV. Pregnant? 

Yes_ No_ 

If "yes," suggest methadone maintenance or residential treatment. 


V. HIV Positive? 

Yes_ No_ 

If "yes," suggest methadone maintenance or residential treatment. 


Counselor Summary 

Hligible for maintenance? Yes_ No__ 

Aftercare recommended to patient (check all that apply): 

-Methadone maintenance 

_Residential 

_Naltrexone 

_Self-help 

_Other (describe): 


Patient's reactions to recommendation: 


Next contact with patient: Date: 

None Scheduled_ 


Counselor's Signature: 

Da te:_ 

Patient's Signature:_ 

Date:_ 
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Cornerstone Health Services 

Parenting Classes for Recovering Parents—Core Curriculum 

(Reproduced with permission of Barbara Casucri, dba: Cornerstone Health Services.) 

PATIENT NAME:_ 


PREGNANCY ATTENDANCE DATES 

1 VIDEO—The Miracle of Life (60 min.) Through Conception _ 

2 ’Fetal Development from Conception Through Birth (Lecture) *_ 

3 ’Danger Signs During Pregnancy—What You Need to Know *__ _ 

4 ’Nutrition, The Food Pyramid, Cooking, and Prenatal Vitamins ’__ 

5 ’VIDEO—Knowing the Unborn (30 min.)/Bonding ’_ 

6 Sibling Bonding—Preparing the Home for Baby _ 

7 Labor, Delivery, and C-Sections, and Postpartum Depression_ 

8 Feeding Your Baby (Nursing & Bottle Feeding)—Video & Lecture_ 

9 ’AIDS and STDS—Transmission and Risk Reduction ’- 

10 ’Family Planning—Contraception and Birth Control Methods ’_ 

EFFECTS OF PRENATAL EXPOSURE TO ALCOHOL, DRUGS, AND TOBACCO 

1 ’VIDEO—When Your Unborn Child Is on Drugs or Alcohol (20 min.) *__ 

2 ’VIDEO—What Mother Takes (25 min.)/Effects of Drugs on Fetus ’___ 

3 'VIDEO—One for My Baby (28 min.)/Fetal Alcohol Syndrome ’_ 

4 ’The Neonatal Intensive Care Experience/Premature Infants *... 

5 ’VIDEO—Innocent Addicts (45 min.)/Effects of Drugs on Toddlers *__ 

6 Stress Management Without the Use of Drugs or Alcohol _ 

7 VIDEO—Caretakers of Drug Babies (17 min.)/Infant Withdrawal *_ 

8 ’Killers: Dehydration (Diarrhea, Vomiting, Poor Feeding) & STDS *_ 

9 ’Fever Management, Reading Thermometers, Jaundice, and Colic *... 

10 Child Development Tests: APGAR, Neonatal, Denver Developmental ... 

CHILD HEALTH AND SAFETY 

1 *CPR for Infants and Children (Lecture & Demonstration or Video) *_.. 

2 VIDEO—Baby Basics (48 min.) & Infant Car Safety _ 

3 ’Immunizations and Well Baby Care/When to Call the Doctor _ 

4 ’Common Childhood Illnesses, Head Lice, and Dental Care *_.. 

5 ’Teething, Weaning, Toilet Training and Packing Diaper Bags ’_ 

6 VIDEO—First Year of Life (30 min.)/Child Growth & Behavior _ 

7 Child-proofing the Home and Infant Car Safety -- 

8 ’Child Abuse & Neglect and Molestation Prevention *___ 

9 ’Emergency First Aid, Accident Prevention, and Child Safety *__ 

10 ’Domestic Violence & Children—Crisis Shelters & Exit Plans ’-.. 

PARENT/CHILD COMMUNICATION 

1 ’Discipline & Setting Limits/Using Time-Outs ’-- 

2 ’Sibling Rivalry—Encouraging Healthy Relationships *-- 

3 ’Development of Self-Esteem Using Rewards Instead of Punishment _ 

4 ’Parent Effectiveness Training and Transactional Analysis *...- 

5 ’How to Create and Negotiate Behavioral Contracts for Children ’... 

6 ’Establishing Rules for Teenagers in the Home and Enforcing Them *__ 

7 Money Management and Teaching Children the Value of Money__ 

8 Teaching Our Children Morals and Ethics __ 

9 ’Wake-Up & Bedtime Routines/Establishing Trust and Security *__ 

10 ’Play Therapy, Toy Selection & Rotation/Skill Development _ 

(A TOTAL OF 40 HOURS IS REQUIRED TO GRADUATE) Total Hours__ 

THIS PARTICIPANT HAS BEEN APPROVED FOR GRADUATION._ 

Date 

Rev. 6^94 * Mandatory Classed 
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Methadone Maintenance Program 

I.D. #_ Today's Date 

Interviewer _ 


I. AIDS PRKPAREDNESS 
A. Knowledge and Beliefs 


Please circle the answer which you think is correct for each of these items. 

False 


i 

1. AIDS is a disease that weakens the body's capacity to fight off infections. 1 

2. The spread of AIDS can be reduced by using condoms. 1 

3. Women who are infected with the HIV (AIDS virus) can pass it along 

to their babies during pregnancy. 1 

4. Carrying the HIV (AIDS virus) and having AIDS are the same thing. 1 

5. There is a test that tells if you have been exposed to the 

HIV (AIDS virus). 1 

6. You can carry HIV (AIDS virus) without being sick with AIDS. 1 

7. A positive test for HIV antibody (AIDS virus antibody) means you could 

transmit the HIV by sharing a needle. 1 

8. There is treatment for people with AIDS. 1 

9. Putting needles in a flame will prevent infection with the HIV 

(AIDS vims). 1 

10. If needles for sale are sealed, you always know they are clean. 1 

11. You cannot get AIDS by having oral sex. I 

12. Cleaning needles and works with soap and water will kill the 

HIV (AIDS virus). 1 

13. Cleaning needles and works in bleach will kill the HIV (AIDS virus). 1 


14. Once you are diagnosed as HIV +, you need not worry about 

reinfection with HIV. 1 

15. There is no treatment available for people who are HIV positive. 1 

16. Cleaning needles and works in rubbing alcohol will kill the 

HIV (AIDS virus). 1 

17. If you have AIDS, you are at greater risk of getting other diseases. 1 

18. Cleaning needles and works in hydrogen peroxide will kill the AIDS virus. 1 


Perhaps True 

~l T~ 

2 3 

2 3 

2 3 

2 3 

2 3 

2 3 

2 3 

2 3 


2 3 

2 3 

2 3 


2 3 

2 3 


2 3 

2 3 


2 3 

2 3 

2 3 


© Felipe G. Castro, MSW, Ph.D., Hispanic Research Center, Arizona State University; reproduced by permission. 
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B. Events and Situations 

Please answer these statements about what you have done during the past month 





1 

6 

11 

16 

21 

26 



None 

to 

to 

to 

to 

to 

to 



(0) 

5 

10 

15 

20 

25 

30 

1. 

In the past month, I have had sex (without a condom) 

— 


— 

— 

— 

— 

— 


with this many different sexual partners. 

A 

B 

C 

D 

E 

F 

G 

2. 

In the past month, the number of times I have injected 
(shot up) drugs is: 

A 

B 

c 

D 

E 

F 

G 

3. 

In the past month the number of times I have shared a needle 
while doing drugs: 

A 

B 

c 

D 

E 

F 

G 

4. 

On a typical day, the number of times that something about 
AIDS comes to my mind is: 

A 

B 

c 

D 

E 

F 

G 

5. 

I used someone else's needle because it was convenient (I did 
not have to buy a new one or brmg my rig with me). 

A 

B 

c 

D 

F, 

F 

G 


C. Plans 


Please answer these statements about your plans for the NEXT MONTH. 



Absolutely 

Probably 


Probably 

Absolutely 

1 


Not 

Not 

Maybe 

Yes 

Yes 

1 . 

1 plan to use a condom every time I have 
intercourse with a partner. 

1 

2 

3 

4 

5 

2. 

I plan to use a condom every time when 
having sex with my spouse or partner. 

1 

2 

3 

4 

5 

3. 

I plan to avoid contact with female prostitutes 
and male hustlers, and others who may be 
infected with the HIV (AIDS virus). 

1 

2 

3 

4 

5 

4. 

I plan to attend a clinic program in my 
community where information on AIDS 
is being given. 

1 

2 

3 

4 

5 

5. 

I plan to have a blood test which can detect 
the presence of the AIDS virus. 

1 

2 

3 

4 

5 

6. 

I plan to avoid sexual contact with strangers. 

1 

2 

3 

4 

5 

7. 

I plan to have a baby. 

1 

2 

3 

4 

5 

8. 

If I got a positive AIDS antibody test, I would 
tell my test result to anyone I shoot up with 
and/or have sex with. 






9. 

I plan to shoot drugs (heroin, cocaine, etc.). 

1 

2 

3 

4 

5 

10. 

I plan to use someone else's needles. 

1 

2 

3 

4 

5 

11. 

I plan to share my needles and works with 
other users. 

1 

2 

3 

4 

5 

12. 

I plan to actually observe that needles I use 
are cleaned properly before I use them. 






13. 

I plan to clean my needles and works before I 
let someone else use them. 

1 

2 

3 

4 

5 
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D. Behaviors 


Please indicate how often you have engaged in the following activities in the PAST MONTH. 



Sometimes/ 

Much of the 

Extremely 

Not At 

About 

Time/About 

Often/About 

All 

Monthly 

Weekly 

Daily 

(0) 

(1 to 3x/mo) 

(1 tohx/wk) 

7+ times/wk) 

1 

1 

1 

1 


1 . 

Have engaged in male-to-female sexual 
contact without the use of a condom. 

1 

2 

3 

4 

2. 

Have engaged in sexual intercourse with 
a female prostitute without using a condom. 

1 

2 

3 

4 

3. 

Have engaged in sexual intercourse with 
a male prostitute without using a condom. 

1 

2 

3 

4 

4. 

Have used alcohol or drugs hoping to make 
my sexual experiences more exciting. 

1 

2 

3 

4 

5. 

Have shared a needle when doing intravenous 
drugs. 

1 

2 

3 

4 

6. 

Have had sex (without a condom) with a partner 
of the same sex as myself. 

1 

2 

3 

4 

7. 

I have shot drugs (heroin, cocaine, etc.) 
without sharing my needles. 

1 

2 

3 

4 
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II. IV DRUG USE AND NEEDLE SHARING 

Please indicate how much you agree or disagree with these statements. Answer the way you feel RIGHT NOW. 

Strongly Strongly 

Disagree Disagree Neutral Agree Agree 

A. Attitudes 

1. It's okay to share needles and works 

with anyone. 1 2 3 4 5 

2. It's okay to share needles and works with 
people you know very well (close friends, 

relatives, etc.). 1 2 3 4 5 

3. It's not okay to have unprotected sex 
(sex without a condom) with someone 

who shares needles. 1 2 3 4 5 

4. 1 am willing to share my used needle 

with someone else. 1 2 3 4 5 

5. It's important to always clean my needles 

and works before I use them. 1 2 3 4 5 

6. Using bleach and water to clean needles 

and works is a hassle. 1 2 3 4 5 

7. It's better to feel sick (withdrawal symptoms) 

than to use dirty needles and works. 1 2 3 4 5 

8. There is no point in starting to clean needles 
if you've used dirty needles and works in 

the past. 1 2 .3 4 5 

9. I only shoot up once in awhile, so I don't 

have to own my own needles/works. 1 2 3 4 5 

10. I shoot drugs because I want to. 1 2 3 4 5 

11. I shoot drugs because I have to. 1 2 3 4 5 

12. I take methadone because 1 have to in order 

to feel normal (no withdrawal symptoms). 1 2 3 4 5 
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III. SOCIAL RELATIONS 


Please indicate how you feel about these statements right now. 

Strongly 

Disagree 


A. Reference Groups 


1. My buddies would consider it an insult 
if I refused to share my needles/works 

with them. 1 

2. My buddies would consider it an insult 
if I refused to use needles/works after 

them. 1 

3. My sex partner would be insulted if I said 

that we should use a condom (rubber). 1 

4. My sex partner would refuse to have sex 

with me unless we used a condom. 1 

5. My sex partner wants me to shoot I.V. drugs. 1 

6. I share my needles/works with my buddies 

because they want me to. 1 

7. 1 use my buddies' needles/works after 
they use them, because I don't want 

them to be insulted. 1 

8. I don't use a condom (rubber) with my 

sex partner to avoid insulting my partner. 1 

9. We use a condom (rubber) when we have 

sex because my partner insists upon it. 1 

10. I shoot I.V. drugs because my partner 

wants me to. 1 


Disagree Neutral Agree 


2 3 4 

2 3 4 

2 3 4 

2 3 4 

2 3 4 

2 3 4 

2 3 4 

2 3 4 

2 3 4 

2 3 4 


Strongly 

Agree 


5 

5 

5 

5 

5 


5 

5 

5 
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Case Conference Presentation Outline 

I. Client Data 

A. Name 

B. Age 

C. Marital status 

D. Residence—where and with whom 

E. Occupation 

F. Payment—arrangement and status 

II. Background Information 

A. Raised by whom and where 

B. Siblings 

C. Family history of chemical dependency 

D. Educational status 

III. Drug Use on Admission 

A. Drug(s) of choice 

B. Length of use 

C. Amount and frequency 

IV. Current Status 

A. Length of time in treatment 

B. Relapses 

C. Present attitude toward treatment 

D. Family members involved in program 

V. Treatment 

A. Long-term goals 

B. Immediate goals 

C. Concerns and difficulties 


<- U S. GOVERNMENT PRINTING OF-ICE:'0'J4-:-5 
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